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% As an adjuvant in neurosurgical anaesthesia 
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TASTE, TOLERANCE AND EFFICIENCY IN 


Iron Therapy 


Difficulty in treating an iron-deficiency anaemia is more 
often due to “‘consumer-resistance” to unpleasant re- 
medies than to any refractoriness of the anaemia itself. 

Ferlucon Elixir, a highly stable solution of Ferrous 
Gluconate, has a high utilization rate, and is both pal- 
atable and well-tolerated. 

It is suitable for the treatment of all iron-deficiency 
anaemias—especially those of childhood and pregnancy, 
when palatability and absence of unpleasant alimentary 
disturbances are of particular importance. 

Each teaspoonful (3.5 ml.) contains 0.3 g. Ferrous 
Gluconate-Evans. 


FERLUCON ELIXIR 


Presentation : Bottles of 4 fl. oz. (114 ml.) and 2 litres 
Ferlucon Tablets containing 0.3 g. Ferrous Gluconate are also available 


EVANS MEDICAL SUPPLIES LIMITED 


LIVERPOOL fay NEWCASTLE 
LONDON SWANSEA 
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Virtually a new antibiotic 


‘Distaquaine’ V 


trade mark 
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Phenoxymethylpeniciliin - penicillin V 


Reliable ORAL Penicillin 
for all ages 


“On present evidence it seems clear that 
penicillin V is more potent, dose for dose, than 
other oral preparations.” 

ANNOTATION, Brit. med. F., 1. 282. 1956 


Acid-Stable ‘Distaquaine’ V tablets, con- 
taining a new acid-stable penicillin (peni- 
cillin V), combine the convenience of oral 
penicillin with the reliability of treatment 
by injection. 

Convenient The dosage in an adult for the 
treatment of an infection of average severity 
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Inexpensive A bottle of 30 tablets (suffi- 
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*60 mg. equivalent to 100,000 umits of penicillin G 
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Assure as the dawn 





On injecting Cytamen—crystalline vitamin Bb a doctor can be as 


confident of that injection as he is in the certainty of dz 


awn. Confident that 
each dose is an exact weight of crystalline vitamin B 





... that the 
stated potency cannot vary... that varied response on the part of the 
patient therefore is not and cannot be due to the product... 
that he has at his command a range of potencies 
which allows complete flexibility of treatment. 
In short, Cytamen puts into the doctor’s hand a most 
therapeutically efficient and the most economical 


means of combating pernicious and 


other macrocytic anaemias. 


CYTAMEN 


Crystalline vitamin B,, 


250 and 1,000 micrograms per « 


In India and Switzerland Cytamen is known 


as ‘ Macrabin’ 


GLAXO LABORATORIES LTD., GREENFORD, 


Subsidiary Companies and Agents in most « 
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BUTTERWORTH Books 


MODERN TRENDS IN UROLOGY 


Edited by E. W. RICHES, M.C., M.S., F.R.C.S. 
Pp. xiv +461 +-Index. 224 illustrations and 2 colour plates. 

75s. net, by post Is. 5d. extra. 
“To all those wishing to acquaint themselves with the rapid advances made in 
urology during the past few years this book can be strongly recommended.” 
—The Practitioner. 


STONE IN THE URINARY TRACT 
By H. P. WINSBURY-WHITE, M.B., Ch.B.Ed., F.R.C.S.Ed., F.R.C.S.Eng. 
Pp. ix+328+-Index. 144 illustrations and 3 colour plates. 
63s., by post Is. 5d. extra. 
“ This book will be found to be an essential work of reference and information for 
all undertaking the treatment of stone in the urinary tract.”—British Medical 


journal. 


PRINCIPLES OF CHEST X-RAY DIAGNOSIS 


By GEORGE SIMON W.D., F.F.R. 

Pp. x+-174-+-Index. 162 illustrations. 50s. net, by post /s. 6d. extra 
This work follows an unusual approach which, although the most logical and 
practical, has never been employed before. The material has been arranged under 
headings descriptive of the x-ray shadows, rather than the clinical disease labels, 
each type of shadow being in turn described factually and then discussed from the 
point of view of interpretation, and this obvious approach will give the maximum 
and most practical assistance in diagnosing chest diseases from radiographs. All 
kinds of abnormalities are studied, and the work gives instruction on x-ray tech- 
niques, including dark-room technique, tomography and simultaneous multisection 
tomography. 


HEALTH IN INDUSTRY 
A Contribution to the Study of Sickness Absence 


Pp. vi+171 (with 177 tables and corresponding graphs). Index. 

35s. net, by post |s. extra. 
This work is the result of highly specialised research and relates to a large number 
of London Transport employees engaged in many different occupations. Series of 
tables have been compiled, each based on the experience of a period of years (a 
single year may be deceptive), which can be used as a standard of measurement in 
the further study of sickness absence, in the study of the influence of the working 
environment of health, and in medical research. To those concerned with questions 
of industrial health these new tables will prove of immense value. 


BUTTERWORTHS :: 88 KINGSWAY :: LONDON W.C.2 
Showroom: 11-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2 
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Dr. Donald Hunter, who now edits Dr. Price’s world famous 
textbook, has in this new edition succeeded in combining the 
original purpose and scope of the book with the most modern 
outlook on medical practice. Although many entire sections 
have been completely rewritten and the remainder extensive- 
ly revised, great care has been taken to ensure that the book 
remains the most comprehensive, authoritative and above all 
practical guide in a single volume for all who practice 
medicine. 

The text has been completely reset and a whiter and more 
opaque paper has been used. By increasing the page size it 
has been possible to reduce the number of pages by 300. 
The new edition will be much pleasanter both to handle and 
to use than any of its predecessors. 
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SUBARACHNOID HAEMORRHAGE 
By JOHN N. WALTON, M.D., M.R.C.P. 
366 pages. 36 illustrations. 30s. 


ANATOMICAL TECHNIQUES 
By DAVID H. TOMPSETT, Ph.D. 
254 pages. 97 illustrations. 35s. 


AN INTRODUCTION TO DERMATOLOGY 
By G. H. PERCIVAL, M.D., Ph.D., F.R.C.P., D.P.H 





Twelfth Edition. 388 pages. 256 illustrations. 45s. 
DISEASE IN INFANCY AND CHILDHOOD 
By RICHARD W. B. ELLIS, 0.8.E., M.A., M.D., F.R.C.P. 

Second Edition. 718 pages. 333 illustrations. 50s. 





BRITISH JOURNAL OF UROLOGY 
Official Journal of the British Association of Urological Surgeons 
Edited by David Band, F.R.C.S. (Edin.) 
Annual Subscription (Four in the Year) #3. | 
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CASSELL MEDICAL BOOKS 


Now available: Volume Two of 
GREY TURNER’S 
MODERN OPERATIVE SURGERY 


NEW FOURTH EDITION. Edited by the late Professor GREY TURNER, 
LL.D., D.CH., M.S., F.R.C.S., F.R.A.C.S., F.A.C.S., assisted by Professor LAMBERT 


CHARLES ROGERS, v.R.D., M,D., M.SC., F.R.C.S., F.R.C.S.E., F.R.A.C.S., F.A.C.S. 


Well balanced both in content and in outlook, the new edition of this work 
embodies what is best in British operative surgery. Most extensive revisions 
have been made; many of the sections are entirely new, and the remainder have 
been carefully brought up to date. The contents are of a most practical nature 
and details of the workaday operations of general surgical practice are very 
fully described. 





Volume I: 1232 pp., fully illustrated, 75s. net 
Volume II: 1345 pp., fully illustrated, 75s. net 





37-38 ST. ANDREW’S HILL, LONDON, E.C.4 
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— Jj. & A. CHURCHILL LTD. 


NEW BOOKS 


MODERN VIEWS ON THE SECRETION OF 
URINE 
The Cushny Memorial Lectures 
Edited by F. R. WINTON, D.Sc M.D 66 
illustrations 30s. 


PHYSIOLOGY OF THE OCULAR AND 
CEREBROSPINAL FLUIDS 

By HUGH DAVSON, D.Sc 

109 illustrations 65<. 


A SHORT HISTORY OF PUBLIC HEALTH 
By C. FRASER BROCKINGTON, ™MA., M.D 
M.R.C.S., D.P.H 15s. 











NEW EDITIONS 
THE QUEEN CHARLOTTE’S TEXTBOOK OF 


OBSTETRICS 
Ninth Edition. By Members of the Clinical Staff of 
the Hospital. 4 coloured plates and 230 text-figures 
45s. 
A TEXTBOOK OF SURGICAL PATHOLOGY 
By C. F. W. ILLINGWORTH, C.B.£.. M.D., Ch.M., 
F.R.C.S(Ed.), and BRUCE M. DICK, M.B., F.R.CS 
(Ed.). New (Seventh) Edition. 322 illustrations 
63s. 
PRACTICAL HAEMATOLOGY 
By j. V. DACIE, M.D., M.R.C.P 
Second Edition. 43 illustrations 20s. 


PROGRESS VOLUMES 





CLINICAL MEDICINE 


M.D F.R.C.P and HENRY 
MILLER, M.D., FRCP. New M.S 
(Third) Edition 112 illustrations 


36 illustrations 
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LATEST FROM U.S.A 


SCHAEFER’S Lb ny ~~ ety IN OBSTETRICS 
AND GYNACOLOG 
58 illustrations 63s. 





STERNBERG AND NEWCOMER’S THERAPY 
OF FUNGUS DISEASES 
Numerous tables and 46 illustrations 55s. 


BARBORKA AND TEXTER’S PEPTIC ULCER 
Diagnosis and Treatment 
33 illustrations 50s. 


CLINICAL SURGERY 

Edited by RAYMOND DALEY By various authors under the 

Editorship of RODNEY SMITH 
s 


CLINICAL y - ~pblmaeaa AND 
GYNACOLOG 
By T.L.T ews M.B., B.Chir 
FRCS. MRCOG 
36s. 90 illustrations 55s. 


LATEST «RECENT ADVANCES’ 


ROBSON AND KEELE’S PHARMACOLOGY 
Second Edition. 65 illustrations 40s 





BRAIN AND STRAUSS’ NEUROLOGY AND 


NEUROPSYCHIATRY 
Sixth Edition. 46 illustrations 30s. 
LODGE’S RADIOLOGY 
Third Edition. 182 illustrations 45s. 


GAIRDNER’S PADIATRICS 
117 illustrations 42s. 


VITAL VOLUMES 


THE PRACTICE OF MEDICINE 
Edited by J. S. RICHARDSON, M.V.0., M.D., F.R.C.P 
86 illustrations 40s 


GYNACOLOGY 
Fifth Edition. By DOUGLAS MacLEOD, F.R.C.P., 
F.R.C.S.,F.R.C.O.G., and CHARLES D. READ, F.R.C.S 
FRACS... F.R.C.O.G. 551 illustrations, including 
27 plates in colour 80s. 


THE HEALTH OF THE COMMUNITY 
Principles of Public Health for Practitioners and 
Students 
By C. FRASER BROCKINGTON, M™.D., M.R.C.S 
D.P.H. Foreword by Sir JOHN STOPFORD, K.B.E 
M.D., Se.D., LL.D., F.R.C.P., F.RS 32s. 


COMMON Sepanaes OF THE EAR, NOSE 
AND THROA 
By PHILIP READING, M.S., F.R.C.S. Second Edition 
2 colour plates and 38 text-figures 22s. 6d. 


DISEASES OF INFANCY AND oq Ye 
By WILFRID SHELDON, C.V.O., M.D., 
Seventh Edition. 213 text-figures and aie ite 
(5 in colour) 50s. 


FORENSIC MEDICINE . 
A Textbook for Stud and Practitioners 
By Sir SYONEY SMITH, C.B.E.. M.D., F.R.C.P.. LL.D 
F.R.S.(Ed.), and F. S. FIDDES, 0.8.£., M.D 





Tenth Edition. 173 illustrations 40s. 
THE CLINICAL APPROACH IN MEDICAL 
PRACTICE 

By G. E. BEAUMONT, ™.A., D.M., F.R.C.P 

74 illustrations 45s. 


ESSENTIALS OF ORTHOPADICS 
By PHILIP WILES, M.S., F.R.C.S.. FA.C.S. Second 
Edition. 7 coloured plates and 393 text-figures. 55s 





104 GLOUCESTER PLACE, LONDON, 


W.! 














xX THE PRACTITIONER 














To be published 20th September: the Second 
Edition, revised and enlarged, of the classic 


DISEASES OF THE HEART 
AND CIRCULATION 


by PAUL WOOD 
O.B.E., M.D. (MELBOURNE), F.R.C.P (LONDON); DIRECTOR, INSTITUTE OF 
CARDIOLOGY, LONDON; PHYSICIAN, NATIONAL HEART HOSPITAL; PHYSICIAN IN 
CHARGE OF CARDIAC DEPARTMENT, BROMPTON HOSPITAL 
Royal 8vo 1028 pages 450 illustrations Sens. net 
Reviews of the First Edition: 
**A work which no cardiologist who aspires to keep abreast of his subject can 





afford to be without.” BRITISH HEART JOURNAL 
‘A notable contribution to the literature of the subject.” PRACTITIONER 
**A very readable and important exposition.” BRITISH MEDICAL JOURNAL 
“It would be difficult to get so comprehensive an account of this subject into fewer 
words . . . The book is profusely and beautifully illustrated, and in every sense a 
fine production.” LANCET 


EYRE & SPOTTISWOODE, 15 Bedford St., London, W.C.2 
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STAPLES LIBRARY 
OF PSYCHOLOGY 


General Editor 
Professor Roger W. Russell 
* 


Medical and Educational Psychology 





CHILD PSYCHOLOGY 4h Fd 1955  Jersild 40s 
COMPARATIVE PSYCHOLOGY 3rd Fd 1953 Stone 55s 
EDUCATIONAL PSYCHOLOGY 3r/ £/ 1956 Skinner 635 
“HYPNOTHERAPY WITH CHILDREN 1956 Ambrose |0s 6/ 
INTRODUCTION TO PRESENT-DAY PSYCHOLOGY 
1949 Boenheim | 2s 6d 
"INTRODUCTION TO PSYCHOPATHOLOGY 
1956 O'Kelly & Muckler 50s 
MENTAL LIFE OF THECHILD 1949 Graber &»s 6d 
MENTAL AND SCHOLASTIC TESTS jird Fd 1949 Burt 40s 
PRACTICAL CHILD PSYCHOTHERAPY 2nd Fd 1953 Boenheim | 5s 
PSYCHO-ANALYSIS 2nd Fd 1949 Glover 18s 
"PSYCHOLOGY OF EXCEPTIONAL CHILDREN AND YOUTH 
1956 Cruickshank 50s 
PSYCHOLOGY OF THE ADOLESCENT 
2nd imp 1947 Hollingsworth 10s 6d 
RESEARCH METHODS IN THE BEHAVIORAL SCIENCES 
1954 Festinger and Katz 55s 
RETARDED CHILD 2nd imp 1953 Loewy 10s 6d 
TRAINING THE BACKWARD CHILD 1955 Loewy 12s 60 


Industrial Psychology 


THE FOREMAN: A STUDY OF SUPERVISION 
2nd imp 1952 N.LLP. 12s 6d 
JOINT CONSULTATION IN BRITISH INDUSTRY 1952 N.LLP. 215 

MOTIVATION AND MORALE IN INDUSTRY 
2nd imp 1954 Viteles 55s 
*PSYCHOLOGY OF PERSONNEL IN BUSINESS AND INDUSTRY 
1956 Bellows 42s 

*TRAINING FACTORY WORKERS 1956 N.LLP. 12s 6¢ 


i/l prices net *Just published 








All titles available by post, or on seven days’ approva!, from 


STAPLES BOOKSHOP 
14 Great Smith Street, London, S.W.| 


STAPLES 
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THE EXTRA PHARMACOP@GIA 


(Martindale) Volume I 23rd Edition 1955 


The second volume of the Extra Pharmacopeeia supplements the 
information in the first volume published in 1952, the two volumes 
forming a comprehensive work of reference on materia medica and 
allied subjects. The whole book has been revised, rewritten and reset. 
It has been compiled for general practitioners in pharmacy and 
medicine, for specialists and experts engaged in associated activities, for 
research workers and for students. The sections dealing with clinical 
biochemistry, the relation between chemical structure and therapeutic 
effect, hematology, nutrition and vitamins, radiotherapy, and medical 
bacteriology have been extended. 


Pp. xxix +1501. Price 57s. 6d. (postage Is. 6d.) 


THE PHARMACEUTICAL PRESS 


17 Bloomsbury Square, London, W.C.1 


” ? “" } 
Continuous Suction Drainage Pump The 
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Bacteriologically 
tested and 
specially designed 
for the 
prevention of 





droplet infection 





After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and nose, 
and so to prevent contamination during operation. The 
“Cestra™” Mask consists of four layers of fine dental 
gauze. It fastens securely under the chin, has an air gap 
at the sides, is comfortable to wear for long periods and 


THE GENITO-URINARY MFG. may be easily sterilised. 


0 Obtainable from Chemists and Medical Stores 
¥ . MADE BY ROBINSON & SONS LTD. 
28a, 33 & 34, DEVONSHIRE Bis, Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2/05 
LONDON, W.1 London Office : King’s Bourne House, 229/231 High Holborn, 
Telegraphic Address: s Telephone: ; London, W.C.i. Tel. Holborn 6383 
Cystoscope,Wesdo, London” Welbeck 2835 (3 lines) Manufacturers of all kinds of Surgical Dressings 
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yw VALUABLE ADDITIONS TO YOUR LIBRARY ™*€ 


ESSENTIALS OF UROLOGY SUPRAPUBIC 








By Jj. C. AINSWORTH-DAVIS. PROSTATECTOMY 
745 pp., 512 ill. 1950 50s. By T. HRYNTSCHAK. 224 pp., 
44 ill. 1955 éls. 
RETROPUBIC 
PROSTATECTOMY URINE AND THE URINARY 
By F. A. BENEVENTI. 450 pp., SEDIMENT 
35 ill. 1954 80s. By R. W. LIPPMAN. 112 pp., 
72 ill. 1952 55s. 
AETIOLOGIC FACTORS IN 
RENAL LITHIASIS REFLECTIONS ON RENAL 
Edited by A. J. BUTT. 416 pp., FUNCTION 
262 ill. 1956 95s. By |. R. ROBINSON. 166 pp., 
3 ill. 1955 17s. 6d. 
THE NON-VENEREAL 
DISEASES OF THE GENITALS CLINICAL MANAGEMENT 
By F. T. CALLOMON and J. F OF RENAL FAILURE 
WILSON 400 pp., 144 ill. 1956 By M. B. STRAUSS and L. G 
95s. RAISZ. 128 pp., 2 ill. 1956 20s. 





BLACKWELL SCIENTIFIC PUBLICATIONS — OXFORD 
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New Third Edition Ready 
CLINICAL UROLOGY 


Lowsley and Kirwin 


This well-known textbook now appears in an entirely new format 
and has been very extensively revised and enlarged. Drawing on 
their vast experience in the Brady Foundation of New York Hos- 
pital, the authors provide clear concise guidance on diagnosis and 
operative procedure. With its 600 superb illustrations, most of them 
operating table drawings, it is an atlas of urological pathology 
and surgical technique. 


Lp 





Two volumes. Pp. 1506. £12 12s. Postage and packing 4s. extra. 


BAILLIERE, TINDALL & COX 
7 & 8 Henrietta St., London, W.C.2 








CODD LILI LIL AIP MIA AL ADAP ALAS 


PLP PLP AP LDAP AP PAPAL ADAP AP AP AP APL AI AP ao 









































XIV THE PRACTITIONER 
Following NEPHRECTOMY 
and NEPHROPEXY 

rhe patient stra i tl ght child underw nephrectomy ft 
kidn in July 2 rs lat | XV was rfor 1, following which th 
pt 1 abd dt ipport t tached kidney I \ Spencer was 
pre i las ana treat and a ing to tl loctor tatement, result 
were satisfa ry. A il organs were |} l itural position support the attached 





kidney adequately 


SPENCER IS THE SUPPORT OF CHOICE BECAUSE : 


Each Spencer Support is individually de n ind made for each individual patient 
thereby assuring the exact degree of support pr ] 
In a Spencer, abdominal support is from below, upw und back ling tl 
natural pull of muscles. The pull of supporting the abdomen is placed lvi 
on the spine at or above the lumbar region 

For vy information of S Su 


SPENCER (BANBURY) LTD. 
Consulting Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


Tel. 2265 
Branch Offices 
LONDON : 2 South Audley Street, W.1 Tel. : GROsvenor 4292 
MANCHESTER : 38a King Street, 2 Tel. : BLAckfriars 9075 
LIVERPOOL : 79 Church Street, 1 Tel.: ROYal 4021 
LEEDS : Victoria Buildings, Park Cross Street, 1 Tel. : Leeds 3-3082 
(Opposite Tewn Hall Steps) 

BRISTOL : 44a Queen’s Road, 8 Tel. : Bristol 24801 
GLASGOW : 86 St. Vincent Street, C.2 Tel. : CENtral 3232 
EDINBURGH : 30a George Street, 2 Tel. : CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 
Trained Spencer Retailer-Fitters throughout the Kingdom, name and eddress of nearest Fitter supplied 


Cooyright. on request. 




































IF YOU 


HAD TO TAKE 





YOUR OWN 





MEDICINE 


: 
4 


. YOU’D PRESCRIBE TY 
Derr: UNVveINn , 


syrup 


Quite a challenging hypothesis, Doctor, but your young 
patients would wish the point to be illustrated dramatically. Especially 
since the administration of the new TERRAMYCIN Syrup is quite the most 
convenient, safe and palatable way to combat a wide range of bacterial, 
viral, and rickettsial infections. Hydrolysing quickly in the gastro-intestinal tract, 
TERRAMYCIN Syrup readily yields the pure antibiotic in powerfully 
effective concentrations. Isn't this the way you—mutatis mutandis 
would prefer to take your own medicine? Of course it is. And that is why you will 
have no difficulty in persuading pediatric patients that TERRAMYCIN 
Syrup is ‘very good medicine indeed’. Even the most recalcitrant youngster will be 
won over by its cherry flavour. 


Supplied in bottles of 60 ml. Each teaspoonful (5 ml.) contains 125 mg. of 
oxytetracycline activity. Especially suitable for children and patients unable to take tablets 


WORLD’S LARGEST PRODUCER OF ANTIBIOTICS 





PFIZER FOLKESTONE KENT * Trade Mark of Chas. Pfizer & ( Inc 





LTD 




















f buclizine hydroch 


Morning sickness, so often the torment of women during the first three 
months of pregnancy, can now be successfully combated with VIBAZINI 
lablets. ViBAzINE, brand of buclizine hydrochloride, is a powerful 
compound capable of giving complete relief to the majority of cases of 
nausea and vomiting of pregnancy. In a recent clinical trial involving 
cases of excessive vomiting, 86 per cent. of those treated responded fav- 
ourably. This response ranged from satisfactory improvement to com- 
plete relief. VIBAZINE possesses a prolonged action and is successful in 
small doses, without producing hypnosis; moreover, it does not exhibit 
the drawbacks associated with those compounds producing hypnotic 
effects. These combined advantages indicate VIBAZINE to be the most 
valuable drug yet in the control of nausea and vomiting of pregnancy 


PFIZER LTD * FOLKESTONE ~- KENT 


. Mark 


Trade 


TABLETS 


anew 
compound 
specifically 
prepared for 
pregnancy 
sickness 


PRESENTATION 

20 x 25 mg. tablet 

100 x 25 mg. tablets 
DOSAGE 

2 tablets at night. 

1 tablet in the morning 











Many of the symptoms of 
neurotic ill-health are due 
simply to the patient becoming 
acutely aware of his bladder 
filling with urine, the need to 
fill his lungs with atr, the 
effect of filling his stomach, and 
the filling of his heart and 
vessels with blood. 








Atarax tablets, in bottles of 20 and 100 PATIENTS WHOSE 
contain 10 mg. of hydroxyzine hydro- 
chloride. The usual dose is 10 to 20 mg WORRIES GET 


which may be repeated every 6 hours 


Dosage should follow meals or, if at bed OUT OF 
time, should be accompanied bv a small 
PROPORTION 


amount of food 





\ Many patients 
have an exaggerated 
response to 


atarax ‘ wrritating or 


worrying stimuli 


atarax ’ that causes or 


further complicates 

atarax a \\ physical symptoms. 
\| Atarax restores 

(hydroxyzine ab \ YS their sense of 


proportion. 














The effect of hypnotic 
sedatives in moderate doses is 
irregular and inconstant. With 
hydroxyzine (ATARAX), on 
the other hand, neuroleptic 
treatment can be safely 
carried on for several months 
since the drug is extremely 
low in toxicity. 
Int. Rec. Med 
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SAVE YOUR SIGHT BY BETTER LUGHT 
—NOT MORE LUIcil 


We do not think that anyone would dispute the statement that the art of good lighting 
consists in seeing, not how many fittings and lamps or how much electricity can be employed, 
but how well one can see one’s surroundings in absolute comfort. 

This does not necessarily entail festooning one’s rooms with a lot of unnecessary lamps 
and shades; in fact, if a few well-spaced fittings, such as the 
one shown in the accompanying illustration, can provide glare- 
less, shadowless and evenly diffused light everywhere, surely 
that is the ideal to aim at. 

In the daytime there is only one sun to illuminate the 
whole world, so why, when using artificial light, have 
innumerable “suns” shining from all directions ?—apart 
from the cost! 

Among the most impertant places in which good lighting 
should be studied and installed are the surgeries and con- 
sulting rooms of doctors, in the interests of their work and 
their patients, also their own homes, in the interests of 
themselves and their families. 

WE NEITHER USE NOR RECOMMEND FLUOR- 
ESCENT LIGHTING nor the high intensities so loosely 
advocated today. 

The high intensities mentioned are unnecessary and 
undesirable, for if we normally use no more than we really 
need, we shall always be able to see by the higher intensities 
when these occur, whereas if we get used to needlessly high 
intensities we shall lose the power to see by the lower intensities. Normally about 5 foot- 
candles should be ample for all ordinary purposes, and when it is considered that a foot-candle 
simply means the light given by a candle a foot away, it will be realised that 5 foot-candles 
evenly distributed means that at every point in the room you have the equivalent of 5 candles 
a foot away. It may be doubted whether there would be enough candles in London to light 
an average room with this all-round intensity! Yet many so-called experts advocate 10, 20 
and even 50 or more foot-candles, which can only cause severe eyestrain, besides being grossly 
extravagant. Incidentally, the term “ foot-candle ” was evidently considered too simple and 
self-explanatory to please the pundits, as it has been changed to “ lumens per square foot "’, 
which conveys nothing to the layman. As Oscar Wilde said in one of his plays, “ To be 
intelligible is to be found out ™! 

The G.V.D. SYSTEM is applicable to every type and size of room and building, and is 
eminently suitable for hospitals, nursing homes, clinics, waiting rooms, surgeries, consulting 
rooms, laboratories, lecture halls, libraries, offices, board rooms and of course the home, 
in fact, wherever good yet economical lighting is required. 








For further particulars, please apply to:— 


6.V.D. ILLUMINATORS 29_ TORRINGTON SQUARE LONDON W.C.1. 


Telephone: MUSeum 1857 
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| additive | anti-inflammatory effects 





aleeaeiiees side-eflects 





In rheumatic disease ~& 
Reon 


=o Cordex 


Each Corpex tablet contains :— 





Cordex combines Delta-Cortef and acetylsalicylic acid to 


provide the additive anti-inflammatory activity of each drug, — ave ee Ae ieee — 
reanisoione 
plus the analgesic action of the salicylate. ' 
A cetylsalicylic acid 300.0 meg. 
With this combination relief of pain is normally afforded in 
Average dosage 1-2 tablets four 
24 to 72 hours. In the amount employed, Cordex achieves times a day. Bottles of 100 tablets. 


an effect equal to that produced by 2 or more times the 


amount of adrenal steroid alone. This combination permits 


CORDEX is at present 


a reduction in the dosage of each component, which results : ~ 
F available to hospitals only. 


in a decrease in undesired side reactions 

Indicated in : fibrositis, tendinitis, synovitis, myositis, bursitis, *Trade mark 
neuritis, lumbago, painful shoulder, non-articular rheuma- 

tism, allergic arthritis, osteoarthritis and mild or low-grade 


rheumatoid arthritis. 


UPJOHN OF ENGLAND LTD. 4 Aldford St., Park Lane, London, W.1. 
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A Practical Handbook for all Physicians 
THE BENCARD MANUAL OF ALLERGY 


book for all practitioners using modern 


The unique service provided by 
ee S 


hospitals and clinics practising skin 


Bencard Ltd. to physicians, 


testing and specific desensitisation in 
fully 


The Bencard Manual of Allergy. 


allergy is now described in 
This is an attractive, compact and in- 
formative work of go pages, fully bound, 


and is an invaluable practical reference 


Cc. L. BENCARD LTD, PARK 


methods of treating allergic patients 
Manual of 


Allergy will be sent free of charge to 


A copy of the Bencard 


any registered medical practitioner. 
We regret the delay in publication 
due to the dispute in the printing 
trade early in the year. 


* ; 





ROYAL, LONDON, N.W.10 
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The patient first sits on the platform with 
his feet on the floor and then raises his legs 
until he can lift them over the edge into 
the bath, 


ne 
Sak 
: j . 
ma. 


When the lever “‘L" is pushed forward, 
the patient is gently lowered to the bottom 
of the bath. Raising is effected by re- 
turning the lever to its upright position 










gladciy sent mh re est 
JOHN BELL & CROYDEN 
Makers of Surgeons Instruments and Hospital Equipment 


WIGMORE STREET, LONDON, W.|! 


WELbeck 5555 (20 lines) 
Instruments, Wesdo, Loncon 


"Phone 
"Grams 





For professional use 





IN THE THEATRE AND IN THE SURGERY 


WRIGHT?’S 
COAL TAR LIQUID SURGICAL soap 


Wright's Liquid Surgical Soap, contain 
and Hexa 


tng Coal Tar derivatives 


chlorophene, will kill most pathog nic 
organisms in less than half a minute. 


Literature and Prices on request. 


WRIGHT LAYMAN & UMNBY LTD., 


For personal use 





IN THE HOME FOR TOILET, BATH AND NURSERY 


WRIGHT’S 


COAL TAR TOILET soap 


This fine soap, which the medical and 
nursing professions find invaluable, justly 


merits being recommended for everyday 


use to those whose health is your concern 


Obtainable from all Chemists. 


42-60 SOUTHWARK STREET, LONDON 8.82 
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4 neutral, stable and soluble 


theophylline derivative 


4 mpouices, tablets and SuUpPOSMOTICS 
” 
1 ie ai f fy , , 
clive and well tolerated ¥V mouth or per rectum 


mpletely Paniess when rnjiecte d PUI ani Se ular ly 


Bronchospasm : Cardiac and Renal Oedema 


C vronar\ Insufficiency 















































CONTINENTAL LABORATORIES LIMITED 
10! Great Russell Street, London, W.C.1 








Local anaesthesia 


’ Y DASE’ (freeze-dried 
Hyaluronidase) enhances 
the speed and depth of local anaes- 
thesia, increasing the anaesthetic 
area by 40%. It is recommended 
for use in GENERAL SURGERY, 
and in OrTHOPAEDIC SURGERY for the infiltration of sprains or reduction of 
simple fractures such as the Colles. The freedom from tissue distortion 
following its use in PLASTIC SURGERY enables appraisal of results during the 
progress of the operation. 
300 T. R. units of ‘WYDASE?’ , freshly dissolved in 1 c.c. of cold sterile normal 
saline, should be added to 50 c.c. of cool 


anaesthetic solution containing 0.5 c.c. of ‘WYDASE 4 


1: 1000 adrenaline. Trade Mark 
ie ‘ 








FREEZE-DRIED 


(Wyeth) fein Week cal Dats Ou HYALURONIDASE 
Clifton House, Euston Road, London, N.WJ1 
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Advertised and Introduced ONLY to the Medical Profession 


IODEOPIRINE 
TABLETS 
Containing Acetyl-lodo-Salicylic Acid and Caffein 


INDICATED IN RHEUMATIC FEVER, CHRONIC RHEUMATISM, SCIATICA, 
INFLUENZA, AND B, COLI INFECTION OF THE URINARY TRACT 


lodeopirine has a rapid sedative action and by neutralising the poisons of microbic 
origin, has an immediate action on toxic phenomena of infectious diseases 


POSOLOG Y—One to two tablets three times a day 
PACKINGS :—Tube of 20 tablets .. .. .. Basic N.H.S. cost 2/24d. plus 7}d. P.T. 
Tin of 100 tablets .. .. .. i 3 »  9/6d. plus 2/9}d. P.T. 


Samples and literature available on request 


BENGUE & CO. LTD.., Manuf. Chemists, Mount Pleasant, Alperton, Wembley, Middx. 






Instant 


Ever increasing numbers of medical men 
are relying on Rybarvin Inhalant to combat 
bronchospasm. The Ministry of Health 
having agreed to the prices of Rybar 
asthma inhalants, Rybarvin can be freely 
prescribed. 


RYBARVIN brings relief. Consistently, often 


spectacularly, attacks are cut short and their 
frequency lesssened. Free from excess acid, 


Rybarvin Formula 
Pituitary Extract. Posterior 


non-irritant and non-habit forming it is an ont Aatacior tain ¢ 0°40% w/v 
ideal inhalant for all asthmatics young and old. Methylatropine Nitrate 014% w/v 
Papaverine . . . 008% w/v 

Adrenaline . . .. 040% wiv 

wiv 


RYBAR INHALER has been specially Ethyl Para-aminobenzoate. .. 020% 


, . Iso-butyl Para- 
designed for aerosol therapy. aminobenzoate .. .. .. .. 001% wiv 


Other RYBAR Products for asthma include RYBAREX 
Inhalant for cases complicated by Bronchitis and 
RYBRONSOL Powder, an ideal sedative. All, including 
the Inhaler, may be prescribed on N.H.S. Form E.C.10. 





Samples and details of trial outfits forwarded on request. 
TANKERTON 


4 4 


- KENT 


rau 
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In many diseases three class- Active Principles: 

c wep ' ™ . Acetylsalicylic acid 250 

ical symptoms are noted : mg. Phenacetin 250mg, 

pain, pyrexia, agitation. Where Codeine phosph. 10mg. 

symptomatic treatment is re- 

quired, Veganin acts on all —_— 

three. 1 or 2 tablets, 2 or 3 

The codeine in Veganin has a times a day, depending 
‘ , : on the severity of the 

sedative effect, while the pain 

acetylsalicylic acid and phen- 

acetin content are analgesic Packing : 

and antipyretic. They interact Supplied in packs of 

annemsiatiogin ( west fhe 10, 20 and SO tablets 

synergistically to exert @ sale Also available in bulk 

but powerful effect on pain, packages of 100 and 

500 for dispensing only 


pyrexia and agitation. 


VEGAWNIN 


Trade Mark 


No Warner preparation has ever been advertised to the public 


WILLIAM R. WARNER & CO. LTD :: POWER ROAD :: LONDON, W.4, 
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-_ : 
Resforation of Repose @ 
EQUANII 


MEPROBAMATE) = 


an outstanding new drug to lessen tension, reducé 
Teele letiiaae tite restlessness, and to ed aereity e more 


restful sleep and generalized muscular relaxation 


Supplies Bottles of 20 and 250 x 400 mgm. tablets 


15 


TOHN WYETH & BROTHER 


Clifton iinusc, Euston Road, | 
one.) 2% 


: * 


_ ee 


a 








Reproduced by permission of the Trustees of the Wallace Collection 
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Vitamin B Complex in Antibiotic Therapy 











The discovery of antibiotics proved a turning point in the fight against 
bacterial and other infectious diseases. The clinical success penicillin 
stimulated the search for antibiotics produced by other organisms, which 
resulted in the isolation of a number of potent bacteriostatic or bactericidal 
substances. Antibiotic therapy is comparatively free from undesirable side-effects. 
However, some change in the intestinal flora is inevitable after the administra- 
tion of antibiotics, and the synthesis of members of the vitamin B complex in 
the gut may be impaired. It is therefore usual to prescribe vitamin B prepara- 
tions when a course of antibiotics is given. 


Marmite is a useful source of almost every factor of the vitamin B complex. 
Its appetising flavour ensures easy administration: it may be given as a drink 
made with boiling water or hot milk, or in sandwiches, or used in cooking. 


MARMITE ~~~ 


yeast extract 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON E.C.3 








‘MIOTROL=-P 


Tablets containing :— Methy! Testosterone 2.5 mg. Ethiny! Oestradio! 0.005 mg. 
Phenobarbitone 16.0 mg. (i gr.) 


A synergistic combination of androgen and 
oestrogen with phenobarbitone. 


Specifically designed for control of symptoms associated 
with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request. 


AN PRODUCT 


OXO LTD. (Medical Dept.), THAMES HOUSE, LONDON, E.C.4 


Telephone: CENtral 978! 
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for DANDRUFF 

















FORMULA | 
Cory! Aicono te ese. SEBODERM contains 15.6% of CETRIMIDE B.P. the 
Lanolin B.P. 1.0% 


quaternary ammonium compound that has been found to 
be most effective in the treatment of dandruff. Its regular 
use ensures complete control. 


Lanolin is incorporated into the finely-emulsified base, thus 
ensuring freedom from scalp irritation. 





In cases of Seborrhoeic dermatitis SEBODERM is an ex- 
tremely effective adjunctive treatment. 


Literature ond professional sample will gladly be sent on request. 


_ SEBODERM 


CETRIMIDE 





oD 
SHAMPOOHD } 
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PRIORY LABORATORIES LTD., PYRAMID WORKS, 






WEST DRAYTON, MIDDLESEX 








SSS" 


 ——— 


‘Aste "N CHEESE 


THE DIABETIC BECAUSE 


it can be consumed in any quantity, as it contains 
only a trace of carbohydrate. 


wna A 












St. Ivel is a delicious cheese, and in the case of 
diabetics it certainly does make a valuable and 


much appreciated contribution to what is often 
an irksome diet 







eww nil) 






It helps to keep digestive upsets to a minimum, 
and enables the patient to obtain full benefit 
from the other constituents of a restricted diet. 
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RAPID RESPONSE 


Rapid response to treatment, smooth convalescence and an early return 
to normal activities is a natural result of the oral administration of 
Chloromycetin*. Readily absorbed from the gastro-intestinal tract, 
Chloromycetin diffuses rapidly and penetrates tissue barriers easily, as 
producing blood-levels which rise proportionally with increase in dosage 


a ect a 


Chioromycetin 


* Trade Mark ; . : 
the original Chloramphenicol 








_ 
s8$e, Oo 
. ¢ 
. _ PARKE, DAVIS « company LIMITED (inc. USA) 


HOUNSLOW * MIDDLESEX - TEL: HOUNSLOW 236! 


435 
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A New ORAL Trichomonacide.. . 
trichorad «Wh 
& : : O T. TT. 


for systemic therapy in Trichomonal Vaginitis 














Clinical evidence 


Clinical investigations have shown that Trichomonas vaginalis 
can be eradicated by the oral administration of TRICHORAD. 


dosage 

A course of treatment consists of 1 enteric-coated tablet 
containing 100 mgm. TRICHORAD administered 3 times 
daily after meals for 10 days. 


dual treatment 


If the male partner is found to be a carrier, eradication of the 
parasite necessitates the simultaneous treatment of both the 
wife and the husband. 


supplementary treatment 


Whilst TRICHORAD tablets taken orally may produce a 
parasitological cure, concurrent local treatment with an efficient 
buffered trichomonacide such as PENOTRANE pessaries is 
essential to effect rapid symptomatic relief. Futhermore, 
PENOTRANE, being a fungicide, will counteract any 
associated monilial infection. 


supplies 


100 mgm. enteric-coated tablets are available in containers of 
30 for 1 course of treatment and in dispensing packs of 600. 


Literature and trial supplies are available on request. 


WARD, BLENKINSOP & CO., LTD. 


YORK HOUSE, QUEEN SQUARE, LONDON, W.C.1 


Telephone: Holborn 5992/6 (5 lines). "Grams: Duochem, Westcent, London 
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INTRAMUSCULAR IRON 


Widespread, Accoptimer.... 


“The Iron given parenterally was absorbed 
from the intramuscular site and utilised.’’! 


“Utilisation for haemoglobin production 
Was extremely good.’2 


“In every patient a satisfactory rise in the 
haemoglobin took place.’’3 


“....all the patients in the series develop- 
ed a vigorous sense of well- being which 
contrasted very strikingly with their pre- 
vious chronic ill-health."’3 


“From the present series it appears that 
this new iron-dextran complex is a notable 
advance in the treatment of the iron- 
deficiency of pregnancy.’’¢ 

3. B.M.J., 1954, 2, 1255. 
4. LANCET, 1954, 2, 1245 


1. LANCET, 1954, 2, 942 
2. B.M.J., 1954, 2, 1257 


IMFERON 1S THE FIRST 
EFFECTIVE (RON PREPARATION 
FOR INTRAMUSCULAR INJECTION. 


IT PROVIDES the rapid, reliable response of 
an order hitherto only obtainable with 
intravenous preparations; and it takes 
much less time to administer 


IMFERON 18 indicated for the patient who 
is refractory to, or intolerant of, oral iron; 
and when a rapid response is required, as in 
anaemia of pregnancy. 


TECHNIQUE. 

“It was obvious during this study that 
the skill and care of the person giving the 
injections does much to minimise loca) 
discomfort and staining, and it is 
significant that only two patients 
failed to attend for further 

injections." 

(LANCET, 1954, 2, 1245). 





BENGER 


AMPOULES 2ml. (100 mg. Fe) bores 1 


J)and 100 ampou es 5 mi. (250 mg. Fe) bores 5 and 50 


PULLY-DECRIPTIVE LITERATURE, including dosage Calculator, on request 


A Technica! Information Service is at your disposal. 


IMFERON: 


LABORATORIES LIMITED 


HOLMES CHAPEL 





RON DEXTRAN COMPLEX 





a 


[ BENGER ) 


PRODUCT 


CHESHIRE 
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PEPTIC ULCERS 





Pursuing his normal (pH) business 


Benjamin McDougall, Esq., is a typical one or two tablets will remain effective 
hard-pressed businessman. Year after for several hours. 


year he carries a heavy burden of worry- i — P 
ing responsibility. Peptic ulcers trouble a oe on. 
him at intervals and the threat of them The = cote gee am seams 
is always present. ey are non-constipating. 

Mr. McDougall will appreciate Aluphos 


A clear case for ALUPHOS TABLETS. Tablets because they are palatable, 
Aluphos Tablets, alone of common ant- portable and efficient 

acids, buffer the gastric secretion to : 

pH 2.0—2.5—a normal value at which Aluphos Tablets are economical — the 
peptic digestion is not inhibited. As basic N.H.S. price is 2/7d. per box of 
a buffer, Aluphos Tablets act quickly, 50 tablets. 


A clear case for ALUPHOS TABLETS 








n 


BENGER 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE PRODUCT 
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FOR 
PARKINSONISM 


| wen 
ee 





DISITPAL 


Regd 
*@ -Dimethylaminoethyl-2-methylbenzhydrylether Hydrochloride. B.S, 5930 


FOR THE SIMULTANEOUS TREATMENT OF THE 
PHYSICAL AND PSYCHIC SYMPTOMS 


607258 and Clinical trials carried out in Great Britain and throughout Europe 
have established Disiral as a very effective treatment of Parkinsonism. 
British Medical Journal, 1955, 2, 352. 

Arzneim. Forsch., 1955,£5, 72-73. 

Ned. Tijdschr. v. Geneesk., 1955, 99, 1103. 

Geneesk, Gid., 1955, 33, 302. 


*U.K. Patent Nos. 


Other Patents 
pending. 






Packs: Bottles of 100 and 250 x 50 mg. Tablets. 
May be prescribed on Form E.C, 10. 






Made under Licence from:— 





N.V. KONINKLIJKE PHARMACEUTISCHE FABRIEKEN Wx 
BROCADES-STHEEMAN & PHARMACIA 
AMSTERDAM - NETHERLANDS 





’» CAMDEN CHEMICAL COMPANY LTD. 
61 GRAY’S INN ROAD LONDON, W.C.1. 


Sole Agents for the United Kinedom, rom whom literature and samples may be 
obtained on request 


Disipal is distributed in"Eire by Messrs. Dominick A. Dolan, 58 Bolton Street, Dublin 
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THE 


Effective Double Treatment 


PRACTITIONER 


for Dandruff, Seborrhoea Capitis and Scalp Psoriasis 


Sebigen — formerly known as Sebbix 
Cream —is an effective, white, virtually 
odourless cream. Non-greasy, it is readily 
used by women since it does not mat 
or clog the hair. 


Sebigen 


Purified fraction equivalent to 


. 


Genisol is a new shampoo type 
preparation intended for the 
removal of scale and 
stimulation of normal skin 
growth. Genisol can be 
used with Sebigen or by 
itself when treating mild 
seborrhoea and dandruff. 





Purified fraction equivalent to 





Crude Coal Tar 10% 
Sulphur 3% 
Salicylic Acid 2% 
in a water miscible base. 
1-oz. tube — 2/3d. basic N.H.S. price. 


Safe - effective - 


economical 


Crude Coal Tar 2 
Hexachlorophene 


2-oz. bottle (approx. 8 shampoos) — 2/Od. basic 
N.H.S. price 


GENATOSAN LIMITED, LOUGHBOROUGH, LEICESTERSHIRE g 


































FIRST oral trichomonacide 


TRITHEON’ 


BRAND OF AMINITROZOLE TA e &B E Ts TRADE MARK 


for male and female 


Because of their systemic action, TRITHEON tablets reach resistant 
trichomonads in their hiding places throughout the genito-urinary tract 
Unlike local trichomonacides, TRITHEON tabiets eradicate the 
organism in male and female as proved by negative culture 


Clinical investigation has demonstrated that TRITHEON tablets 
administered orally eradicate trichomonads for culture-proved cure of 
more than 70 per cent of female patients whose husbands are treated 
simultaneously with TRITHEON tablets. Even when only the wife is 
treated, cures are effected in approximately one-third of the patients. 


Dosage: One tablet three times daily for 10 days 
Available: Bottles of 30, 180 and |000 tablets ; each tablet contains 
100mg 2-acetylamino-5-nitrothiazole 


LITERATURE ON REQUEST (ae) 


TRITHEON is the original brand of 2-acetylamino-5-nitrothiazole tablets developed 


in the Ortho Research Foundation for the oral treatment of trichomoniasis 
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TI \ ' ‘Dy X encourages women to lead 
aera se 


a normal life during the monthly period. 


It frees them from chafing of the thighs and 
avoids the undesirable “ bridging”’ effects 
between vagina, urethra and anus caused 


by perineal pads. It needs no belts or pins. 








Professional samples and 
literature will gladly be 


supplied by Medical Dept., 


Tampax Lid., Belvue Road, 


Northolt, Greenford, 
Middlesex. 


SANITARY PROTECTION WORN INTERNALLY 














ANNOUNCEMENTS XXXVII 

















nitrofurazone 


is one of the nitrofurans, a new group of 
chemotherapeutic agents with a wide 


antibacterial spectrum. 


The chief clinical use of ‘ Furacin’ is the treatment and prevention of 


infection in wounds, burns, ulcers, etc. 


Its outstanding features are that, being chemically unrelated to the 
antibiotics or the sulphonamides, cross 
resistance does not occur. Direct bacterial 
resistance to ‘Furacin’ also is rare, even 


with staphylococci. 


‘Furacin’ cam with advantage replace the antibiotics almost entirely in 
the local treatment of infection, thus 
enabling these life-saving drugs to be 


reserved for systemic administration. 


infected lesions treated with ‘Furacin’ tend to heal quickly because 


*Furacin’ is harmless to human tissue. 


‘FURS AM 
Also ‘FURACIN’ SOLUBLE OINTMENT @ ‘FURACIN’ SOLUTION e ‘FURACIN’ EAR DROPS 


Menley & James, Limited. Coldharbour Lane, London S.E.5 Telephone: BRIxton 7851 
* Furacin’ is a registered trade mark 


FP76 (Col, 
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SILICONE 
VASOGEN 


The ONLY UNDILUTED* SILICONE-EMULSION 
Contains 20°,, POLYDIMETHYLSILOXANE 


On application, the emulsion breaks down leaving an 
unbroken, non-greasy but water repellent film of silicone, 
*undiluted by other oils or fats. 





The extensive use of Silicone Vasogen in Hospitals' to 
control bedsores (and to save nurses’ time on ‘back 
rounds’) is a large scale example of its capacity to protect 
skin from irritants contained in water, aqueous liquids, 
body fluids, exudations, etc. 


Silicone Vasogen has been used with success in a large 
range of skin conditions, from the humble but trouble- 
some napkin rash? and sore nipples to colostomies and 
the skin around supra pubic wounds generally. 


IN 20 gm TUBES AND 500 gm JARS 


Samples are available for clinical trial 


LACTAGOL LTD. 
421 LONDON ROAD - MITCHAM - SURREY 
1 British Medical Journal, March 10, 1956. 


2 British Medical Journal, May 19, 1956, 
“The Principles and Practice of Surgical Nursing”’. 
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a4 = LIEF from 
ALLERGIC 


. - ~ CATARRH 





Pleasant . . . effective Ef-Cortelan 

Nasal Spray offers a very easy method 

of applying hydrocortisone to the 

nasal mucosa. This new product of Glaxo’s 
is a valuable and inexpensive adjunct 

to the treatment of vaso-motor 

rhinitis and other common inflammatory 


allergic conditions of the nose. 


GLAXO 
EF-CORTELAN NASAL Spray 


TRADE MARK 





Hydrocortisone alcohol 0.02% Naphazoline nitrate 0.025% In 15 cc. transparent spray bottles 


GL4XO LABORATORIES LTD + GREENFORD MIDDLESEX BYRON 3434 
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Yes, this is a case 
for enapetie. 






Ulceration of the leg with associated eczema . . . yes, this is a case for Ichthopaste ! 
But this is only one of the complete range of Smith & Nephew paste bandages 
available (on E.C.10) to the medical profession. The paste content of these 
bandages is particularly high, being four times the weight of their fabric base. 


Ich | | 1¢ pa fea ZINC PASTE & ICHTHAMMOL BANDAGE B.P.C. 


This bandage contains 2% of Ichthammol. It is indicated for 
eczematous conditions associated with leg ulceration, particularly 
when the eczema is of the weeping type. The bandage never sets 
harder than its original spongy state which gives a resilient 
dressing. 











Viscopaste ZINC PASTE BANDAGE B.P.C, 





A zinc paste bandage which requires no preliminary heating and 
is ready for immediate use on removal of the waterproof wrapper. 
Viscopaste sets quickly, forming a thin shell and is indicated for 
eczematous conditions and also as a support for the leg following 
the removal of P.O.P. casts. 





| GOLD PASTE ZINC PASTE & COAL TAR BANDAGE B.P.C. 





Made from light cotton fabric, evenly impregnated with a water 
miscible coal tar zinc oxide paste. Coltapaste is indicated for the 
dry, scaly, itching type of eczema associated with varicose 
conditions, infantile eczema and neurodermatoses. 


WELWYN GARDEN CITY + HERTS 
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the best things in life are not free .. . 
from hyperacidity 


Most patients know when their hyperacidity is caused by over 
indulgence in food, tobacco or drink. When the cause is not 
obvious, the doctor may trace gastric distress to emotional 
strain and nervous tension. In any case, the causes are not 
easy to remove, but the symptoms are—with Gelusil. 

Gelusil promptly and effectively controls the excessive gastric 
acidity of “ heartburn” and chronic indigestion. Its action is 
sustained, and side-effects do not occur. Gelusil leaves the 
patient free from constipation and “acid rebound ”. 


Dose: 2 tablets after meals, or whenever symptoms arise. 


Formula: Each tablet contains Magnesium Trisilicate 7.5 gr. 
and Aluminium Hydroxide gel 4 gr. 


Packing: In packs of 20 and 50 tablets. Packs of 500 
available to chemists for dispensing. 


trade Mark 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Do vou 


ever see 
patients like 
/ 


this one? 





I 
ail 


Grace has two married children. After years of fussing over 

them she is left with comparatively little to do or think about. 

A succession of between-meal snacks garnish her day like slices of 
lemon down the back of a cold salmon. Her weight increases 
slowly but steadily 

You can help patients of this type with ‘ Dexedrine Spansule : 
capsules. One ‘ Dexedrine Spansule’ capsule, taken in the morning, 
controls appetite all day long, between meals as well as at 

mealtimes helping to eliminate the succession of sweets and 
snacks that contribute so heavily to weight gain 














brand of sustained-release capsules 


(kor 
) SMITH KLINE & FRENCH 


st pP26(¢ol 


represented by Menley & James, Limited, Coldharbour, Lane, London 


Samples and literature availahle on request 
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Selective amine 


or asthma. . 





with only ,', the central 
nervous system effect of 
ephedrine, Orthoxine 
avoids wakefulness and 
excitation, permits the 
asthmatic patient to 
rest and relax. 


with twice the broncho- 
dilating effect of ephedrine, 
Orthoxine eases laboured 
respiration, provides more air 
for the asthmatic. 


with only 4 ,/)5 the pressor 
effect of adrenaline, 
Orthoxine may be used 
even in elderly asthmatic 
patients and those with 


coexistent hypertension or 





cardiac disease. 


DOSAGE: 
Adults—} to 1 tablet repeated, if 
required, every three or four hours, 


Children—fractional doses according 

to age. 

SUPPLIED: 

Tablets of 100 mg. in bottles of 25 
HYDROCHLORIDE and 100. 


* Regd. Trade Mark for the Upjohn 


brand of methoxyphenamin« 





Fine Pharmaceuticals since 1886 





UPJOHN OF ENGLAND LTD., 4 Aldford Street, Park Lane, London, W.1, England 











for the 





Eczema-Dermatitis 


group of 


lesions 


A cream containing 16°, 
zinc oxide, 4°, ichtham- 





fis $ 
: mol and 2°, camphor in 


a soothing, drying base, for use at the sub- 


Re 
¢ a 
a acute stage when a little weeping may still be 
present but the area is mainly crusted, irritant 


and sore Basic N.H.S. cost 2/- for | oz tube, 


3/-for2 oz tube. 


ail A cream containing 


“™ 


purified fractions equiv- 
alent to 5° crude coal 
tar, 1°, salicylic acid and 25°, zinc oxide in a 
non-drying base, for use at the chronic stage 
This is safer than the customary coal tar prep- 
aration. Basic N.H.S. cost 2/3 for 1 oz tube 


ughborough, Leicestershire, 
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Napkin Rash 


PREVENTION and treatment : FORMULA 


Benzalkonium 





DRAPOLENE is a cream formulated specifically for the chloride, 0.01%, in a 
prophylaxis and treatment of urinary dermatitis. The water miscible base 
water miscible property of the cream allows ease of app- a 
lication and facilitates the napkin toilet. The application PACK 


of DRAPOLENE to both mild and severe forms of urine 
rash provides a soothing effect which gives relief from the 
distress associat- 11b. dispensing jars 
ed with all forms 
of urine rash. 


Manvinf: ol. 
FY tL) AE OM face centres con- 


’ firm that even the — 
. REA M severest Cases re- 
spond satisfact- 


orily in four to 
PRESCRIBE DRAPOLENE BY NAME six days. 


2oz. tubes. 





CALMIC LIMITE, CREWE. Phone Crewe 3251-5 LONDON: 2 Mansfield St., W1 Phone LANgham 8038-9 
AUSTRALIA: 458-468 Wattle Street, Ultimo, Syaney, N.S.W. CANADA: ‘lermunal Buildings, York St., Toronto 
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Patients who suffer from 
obesity usually have an 
excessive desire for food 
They live to eat. Of course 
they want to lose weight. 
And they do try. But their 
love of food, their hunger 
pangs, and their lack of will 
power are all too great. These 
are the patients PRELUDIN can 
really help because it does not 
destroy the taste for food, does 
not demand a Spartan diet, 
but does allow the patient to 
eat most foods yet still lose 
weight because the appetite 
is satisfied sooner 










. 


Satisfied sooner. “e 





















PRELUDIN is a powerful appetite 
controlling agent. It acts quickly 
and effectively —without risk 
by restraining the patients’ 
appetite. It strengthens adherence 
to a prescribed diet. It breaks the 
psychogenic overeating habit. And 
it enables the patient to lose weight 
safely and without mental strain 
PRELUDIN, in recommended 
dosage, does not raise the blood 
pressure, and does not create 
excessive mental stimulation. It is 
the prescription of choice in all cases 
of obesity—especially those with 
cardiovascular disorders— because 
it reduces the risk of reducing 











...- shedding stones safely with 


PRELUDIN 


brand of 2-pheny!-3-methy!l-tetrahydro-! 
4oxaztine-hydrochioride 






the appetite controlling agent 
that makes dieting easier 


Manufactured and Distributed in England by Pfizer Lid., Folkestone, Kent 
C. H. Boehringer Sohn, Ingelheim am Rhein 
Registered proprictors of the Trade Mark 

gt propricte vade a © Regd Trade Mark 
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ANNOUNCING 
HYDROMYCIN 


Boots Pure Drug Company Limited are pleased 
to announce the availability of Hydromycin 
Ointment. Hydromycin combines the anti- 
inflammatory properties of hydrocortisone acetate 
with the wide spectrum anti-bacterial activity of 








neomycin sulphate. 


OINTMENT 


Hydrocortisone acetate, 1°, and neomycin sulphate 0.5 
Available in tubes of 5G. Basic N.H.S. price 6/2d. 
15G. - - 9 15/7d. 


EYE/EAR OINTMENT 


(Hydrocortisone acetate, 1.5°., and neomycin sulphate 0.5 °,) 


Available in tubes of 3G. Basic N.H.S. price 8/43d. 


Detailed literature will be gladly sent on request 





BOOTS PURE DRUG COMPANY LIMITED, NOTTINGHAM 








..» for dependable 
conception control 


with the Ortho Diaphragm 





Ortho Pharmaceutical Limited - High Wycombe - England 








THE 














MICTINE:. 


Effective 
Non-Mercurial 


Oral Diuretic 


STRUCTURE. 
* Mictine™’, brand of aminometradine, is 
l-allyl-3-ethyl-6-aminotetrahydropyri- 
midinedione. It avoids the undesirable 
side-effects associated with mercurial, 
xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 
“*Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. 
In therapeutic dosages it has not caused 
any effect on glomerular filtration rate, 
renal plasma flow, cardiac output, heart 
rate or blood pressure, nor any alteration 
in the blood or blood-forming tissues or 
in renal or hepatic function. In a group 
of unselected patients 70 per cent. may be 
expected to respond to ** Mictine”’. 


TOLERANCE 

**Mictine” is not toxic at therapeutic 
dosages. On the other hand, side-effects 
do occur such as headache and gastro- 
intestinal symptoms. These are reduced 
to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 

**Mictine” is indicated in the maintenance 
of an cedema-free state in any patient 
requiring diuretic therapy and the effect- 
ing of initial diuresis in all patients but 
those with severe congestive failure. For 
these purposes the dosage is one to four 


SEARLE 


TRA, OBUL AR 


PRACTITIONER 





A PRODUCT OF SEARLE RESEARCH 


OrsTaAL 
Conver uTED 
Tu6uLt 







BOwman Ss CaPsuct 
\ 


EFFERENT 
ARTERIOLE 





DESCENDING | 8 
OF WENLE'S LOOP 


THE NEPHRON UNIT 


tablets daily in divided doses during meals on 
alternative days or on three successive days 
followed by four days without therapy. 
“*Mictine” is not intended to produce initial 
diuresis in more severe congestive failure ; 
however, ** Mictine * may be given when other 
diuretics are contra-indicated, or if tolerance 
to them has developed. 


Available in bottles of 25, 100, and 500 tablets 
each containing 200 mg. aminometradine. 
Full literature is available to the medical pro- 
fession on request. G. D. Searle & Co. Ltd., 
83, Crawford Street, London, W.1. 


* Registered Trade Mark. 


Mi 
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Relief of 
Rheumatic Pain 
in 

General Practice 


It has been estimated that 8 out of 10 
patients go to their doctors with some form 
of rheumatic complaint. In all! cases, the 
first aim is prompt relief, preferably calling 
for no supervision in administration. An 
effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


Clinical study*# has shown that the cal- 
cium succinate in Berex prevents toxicity 
from massive dosage. The prothrombin 
level is maintained and there is no haemor- 
rhagic tendency, even after prolonged 
dosage. Your patients can enjoy prolonged 
relief, in safety, by reducing the initial 
dosage as soon as the pain diminishes. 
Side effects— including gastric — are 
fewer and milder, if present at all. 


Experimentally, by Warburg test, it has 
been shown that the inhibitory action of 
salicylate on tissue respiration 1s completely 
offset when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme sys- 
tems. It is to this stimulating action that the 
beneficial effect of succinate is attributed 


%* ‘No abnormal prolongation of prothrom- 
bin time even after 68 days of succinate- 

salicylate.” **The results also show that this 

succinate-salicylate formulation combines 

safety and efficacy, permitting wide use both 

for treatment and maintenance without the 

excessive supervision required in many other 

forms of therapy.” Delaware State Med. J., 

1954, 26,22. 


BER E X nn... 


For prompt relief of pain associated 
with all forms of rheumatism. 


FORMULA: Calcium succinate 2-8 gr. 
acetylsalicylic acid 3-7 gr. 

IN TABLET FORM: basic N.HS. price, 
4/84d.— 100 tablets; 24/3d. — 600 tablets. 
Berex has never been advertised to the public 


A professional sample will be gladly sent on request to: 


MEDICAL DEPT., CLINOD PHARMACEUTICALS LTD. 
BEL VUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX. 


RHEUMATIC PAIN, it is esti- 
mated, brings 8 out of 10 patients 

to the surgery. Prompt and prolonged 
relief can safely be given, in all 
forms of rheumatism, by Berex 

in massive and prolonged dosage. 
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ANGINA 
PECTORIS 


‘MYCARDOL’* is a long-acting nitrite used in the routine 
control of angina pectoris. It gives prolonged protection 
against severe attacks, improves exercise tolerance and 
reduces the need for repeated doses of trinitrin—in some 
cases eliminating it altogether. Low toxicity makes this 
drug especially suitable for continuous long-term sympto- 
matic treatment. 


* pentaerythritol tetranitrate. 


Packings: tablets of 30 mgm. 

in bottles of 100 and 1,000. 

The basic N.H.S. cost of one 

week’s treatment (6 tablets daily) is 114d. 





Trade Mark 


Literature and a sample will gladly be sent on request. 


BAYER PRODUCTS LTD. Neville House, Kingston-on-Thames, Surrey 


Export enquiries to: WINTHROP PRODUCTS LTD. 
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INTRAVENOUS THERAPY may often as glucose, sodium chloride, etc.., 
be difficult owing to the inaccessibility can be given quickly and painlessly, 
of suitable veins or the restlessness of by this method. ‘Hyalase’ may be 
the child. Subcutaneous administra- injected into the site, or injected 
tion must be undertaken. through the tubing of the giving-set 
A CLEAR CASE FOR ‘HYALASE’, the at the commencement of infusion. 
enzyme hyaluronidase. | FULLY DESCRIPTIVE LITERATURE, 
*Hyalase’ enhances the spread and y containing new and interesting uses 
absorption of fluids given by the | for ‘Hyalase’, is available and a 
subcutaneous route. Large | 7 Technical Information Service 
volumes of solutions, such (\ | | - ~ is always at your disposal. 





| 


| BENGER } 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE FRODUCT 
= 





| 
j 


Hé 











LIV THE 


PRACTITIONER 


LL 












4-POINT COVERAGE IN 





CONGESTIVE HEART FAILURE 





Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 


A CLEAR CASE FOR CARDOPHYLIN. 
Best known and most widely used of 
the purine derivatives, Cardophylin 
is the one drug which combines four 
methods of treating heart failure. It 

is a respiratory stimulant; it con- 

it 
coronary flow; and it is a diuretic. 


trols bronchospasm; increases 


A clear case for 


c.4, (nev. 1) 


Manufactured by WHIFFEN & SONS LIMITED an 


BENGER LABORATORIES LIMITED- 


i distributed by 


HOLMES CHAPEL: CHESHIRE 











(7 


€ 


IT IS PRESENTED in tablets, supposi- 
tories, and ampoules for intravenous 
and intramuscular administration. 





FULLY DESCRIPTIVE LITERATURE 
‘4 is available and a Technical In- 
formation Service is always at 
~ your disposal. 
“aD 
- 


BENGER } 


PRODUCT 
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NO LONGFACES “% 
WHEN CHILDREN 
TAKE ... 


Tancolin.... 


CHILDREN’S COUGH LINCTUS 
Active Ingredients % W/V 


> ’ 
Sheeitedines ox Tangerine Flavoured provide an 
Ethylmorphine immediately acceptable and effective treatment, appealing 


Hydrochloride 0.025 

Sodium Antimonyl instantly to even the most unco-operative child patient 
Tartrate 0.00125 Tancolin combines a pleasant vehicle with a rational 

Ascorbic Acid 0.25 


& 
i 


Glycerin ae 20.8  formulation—specifically for children. 
Sodium Citrate 2.0 7 . 
Citric Acid... 10 TANCOLIN has been designed to give a twofold anti- 


spasmodic and sedative action. The inclusion of a demulcent, 
a reflex expectorant and added Vitamin ‘C’ content are 
valuable adjuncts to this primary function. 

TANCOLIN is indicated for treatment of the distressing 
and irritating cough associated with the common cold, 
Bronchospasm Bronchitis and Inflammatory and Catarrhal 
affections of the Respiratory Tract. 

TANCOLIN is freely prescribable on E.C.10 (Cat. 3/4) and 
achieves therapeutic efficiency with economy. 


S Maw Son and Sons Limited Barnet England 


Gi47 
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A drying antiseptic 





cream containing :— 
Cetrimide 4% 
Resorcinol +% 


Precipitated 
Sulphur 3% 












in a masking flesh-tinted base. 






Applied twice daily acnm quickly removes from the sebaceous follicles 








the plugs of sebum and cell debris which are the immediate source of 





the comedones. Protection against secondary infection, and immediate 






masking for the spots are also provided. 


ACNIL is pleasant and can be used safely as long as necessary to keep 





the condition under control. Women can apply powder on top of ACNIL 





if they wish. 







Basic N.H.S. price: 
2/3d. per 1-oz. jar. 
Prescribable on E.C.10. 









A GENATOSAN dermatological product 
GENATOSAN LIMITED, LOUGHBOROUGH, LEICESTERSHIRE 
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Eminent Success 


Atuprox Amphoteric Gel occupies a pre- 
eminent position in the successful medical 
treatment of the peptic diathesis. In 
neutralising acid, partially inactivating 
pepsin, and encouraging mucosal resistance, it 
deals rapidly and effectively with three of the 
main factors incriminated in the genesis of 
gastro-duodenal ulceration. 
Aludrox Gel is presented in 6-0z. and 12-0z. 
bottles. 
Aludrox Tablets are presented in boxes of 60 
13-grain tablets. 


Aludrox | 
*Aludrox’ is the registered trade mark of 


JOHN WYETH & BROTHER LIMITED 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 | 
































THE FLEET ENEMA oisposaste unit 


® For proctoscopy and sigmoidoscopy 

® For preoperative cleansing and postoperative 
® To relieve fecal or bariun mpactions 

® For use in collecting stool specimens 


® As a routine enema 


READY FOR 
INSTANT USE 


New — Gentle Prompt Thorough ‘ 
The FLEET ENEMA in the ®$queeze bottie’’ disposable unit 


Distributors. THE ANGLO-FRENCH DRUG CO. LTD. |!-!2 Guilford Street, London, W.C.! 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tut EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 
2. Thit Resistered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
from i mental! d ders, or who wish to recurrent attacks of mental trouble; temporary 
tony and certified patients of both sexes are received for treatment. Careful clinical, 
ical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provid: 


WANTAGE HOUSE 


,_ This is a Rayan ee Pe | in detached grounds with . 4 entrance, to which patients cam be 
i ti all the apparatus for the and tr of Menta! and 
Cee Dissoders by the most modern methods; insulin treatment is available for suitable cases. It contains 
special departments for h ww omg AN by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy cotch Douche, Electrical rong Plombiéres treatment, &c. There is an 
Operating Theatre, a Dental Surgery, an X- Ray Room, an Ultra- Violet Apparatus, and a Department for 
pew wd — High- Frequency tr treatm It also « Laboratories for biochemical, bactertalagiesl, and 
. Psyc peutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are egeene branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, frait, and v to the Hospital from the farm, pad and 
orchards of Moulton Park. Occupational therapy i isa | ohn of this b branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 





























The seaside house of St. Andrews Hospital is b ifully si d in a Park of 330 acres, at Lianfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside e, or for longer p The Hospital! has 
its own private bathing on the seashore. There is trout ing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
ceegt Sone ant Sas Se, ome, golf courses, and bowling greens. Ladies and gentlemen have 
ilities are provided for i such as carpentry, &c. 

For t terms and further particulars apply to the Medical t (Telephone: No. 4354, three lines 
Northampton), who can be seen in London by appointment. 


LIL-LETS 


the new vaginal tampon without applicator 


A tampon which has been successfully marketed LIL-LETS have these main advantages: 
on the Continent during the last five years has LIL-LETS need n0 applicator. By inserting 
f a x the tampon with the fingers, the risk of 

now become widely accepted in this country bruising is eliminated. 
under the name LIL-LETS. LIL-LETS assist personal hygiene. At 1/6 
? a fe . for 10 they are so much cheaper than other 
Following extensive clinical trials, LIL-LETS leading tampons that women will be en- 


couraged to change them often. They are 
; easily carried about and easily disposed of. 
opinion. Samples will gladly be sent to medical LIL-LETS are highly absorbent. They 
absorb almost ten times their own weight in 
moisture and swell sideways, not length- 
ways. They are, therefore, really safe. 


Cc 
¢ > 
— | LIL-LETS are individually wrapped. Each 
if tampon is sealed in a transparent cover. There 
0.6. 


is no risk of soiling or infection when it is 


have won the support of leading gynecological 


practitioners on request. 





carried loose. 


LILIA LTD ‘ LOMESHAYE MILL : NELSON : LANCS 
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Convalescence cannot be rushed, but the gentle 


assistance of a reputable tonic smooths the wearisome passage from the 


exhaustion of illness back to health. ‘ Neuro Phosphates’ (‘ Eskay’) 
has long enjoyed the confidence of both doctors and their patients. 


The formula is adequate; the presentation faultless. 


‘Neuro Phosphates’ «x.» 


Issued in 8 fl. oz. (227 ml.) bottles 


@) Smith Kline & French 


represented by Meniey & James, Limited, Coldharbour Lane, London S.E.5 Tel: BRIxton 7851 


NP123°* 
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for cough suppression 


Syrup Pholcodine is recommended for the treatment of irritating or 
unproductive cough. It has been found effective in treating cough 
caused by irritation of the upper respiratory tract, reflex cough arising 
from pleuro-pulmonary conditions, and coughs of nervous origin. 
The preparation does not give rise to gastric upset and there is no 


evidence of constipation or constriction of the intestine, 


& Jyr. Piclcodine C Denca ) 


This preparation is pleasantly acceptable to children (} to 1 teaspoon- 
ful) and also effective for adults (1 to 2 teaspoonfuls). It has the 
advantage of containing 8 mg. pholcodine in each teaspoonful, which 


makes it economical to prescribe, 


Available as bottles of {, 16 or go Auid ounces. 


DUNCAN, FLOCKHART & CO., LTD. 


16, Wheatfield Road, 4, Carlos Place, 
EDINBURGH, 11 LONDON, W.1 
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—and i you a full 
Equal to £6.19. 2 PER CENT GROSS 
BUILDING SOCIETY 
MAXIMUM SECURITY 
* Easy withdrawals *% Any amount accepted up to £5,000 
% Income tax borne by the Society *% No depreciation 
25 years of proghessive expansion 
JUNE 1931—JUNE 1956—ASSETS NOW EXCEED 4,000,000 
Full particulars from the Secretary: STATE BUILDING SOCIETY 
30 State House, 26 Upper Brook St., Park Lane, London, W.1 Tel. : MA Yfair 8161 
e*eeeeeeeeeestetee ee 


. ... the virtues of LUCOZADE 


—~J Doctor judges Lucozade from two viewpoints. He agrees 
with its use in the sickroom. He also finds it a most 
palatable drink. This palatability of Lucozade provides 

a long-sought answer to a long-standing problem 

. acce ptability. The subtle balance between flavour, 
sparkle and liquid glucose content provides nourishment 
in a form acceptab le even to the feeblest dig gestion ; 
nourishment retained and assimilated. Be dside 
lockers bear testimony to the confidence it 
inspires. And many doctors have discovered for 
themselves the virtues of a glass of Lucozade 
after a hard round of work. 


LUCOZADE 


the sparkling glucose drink 


REPLACES LOST ENERGY 
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The Ambulatory Treatment 
of Ulceration of the leg 





The plaster used in the manufacture of “‘ Lestre- 
flex”’ is innocuous to newly formed tissue cells and 
leucocytes and the bandage is unsurpassed in the 
ambulatory treatment of ulceration of the leg 
It provides a means of alleviating 
pain and promoting rapid heal- 
ing. This bandage is often suc- 
cessful where allergy to other 
bandages has arisen. 

**Lestreflex” is also available 
with strip pee assuring 
aeration to the wound 


LESTREFLEX 


ELASTIC DIACHYLON 
BANDAGE 
AVAILABLE ON E.C.10 {27,,(”5ou=r" | of 


Ww DALMA S F 


FIRST AID 
DRESSINGS 


The Dalmas Doctor's 
DALMAS LIMITED, LEICESTER & LONDON. Est. 1823 


Cabinet contains 180 
7/56 





Write for booklet 
describing ambula- 








waterproof dressings in 
eight sizes and shapes 
plus a one-yard spool of 
Dalmas Strapping 

Full details and samples 
available on request 








” 


“There was a time... 

says OLD HETHERS 
There was a time when making barley 
water meant a lot of fuss and bother, 
stewing and straining the old pearl barley. 
But, bless you, that’s right out of fashion 
now, for when you make barley water with 
Robinson’s ‘patent’ Barley it’s just as easy 
as making cocoa and as quick. It’s cheap 
too—a 1/7}d. tin makes forty-eight pints ! 


Robinson’s 


‘PATENT’ 


Barley 





Cvs-38 
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Counter 





hypertension with 











RAUWILOID*VERILOID 


» «= »« « « a Safe yet powerful 
combination 


The standardized hypotensive alkaloids of 
Rauwolfia serpentina (“ Rauwiloid’) and Veratrum 
viride (‘Veriloid’) together provide a most effective 
and safe oral treatment for moderate to severe 
degrees of hypertension * Rauwiloid* widens the 


margin between the emetic and the antihyper- ‘Rauwiloid 4 Veriloid ’ 
tensive doses of ‘Veriloid’, and enables therapeutic tablets each contain Img. of 
doses of *Veriloid’ to be given in almost every case the alkaloids of Rauwolfia 


serpentina and 3 meg. (by 


of hypertension. This combination of drugs exerts , 

biological assay in terms of 

a steady and prolonged hypotensive effect, and reference standard) of those 

produces the minimum of discomfort to the patient of Veratrum viride The 

“The addition of * Rauwiloid’ makes * Veriloid’ — ye mone ates 

- , : three times daily. The tablets 

easy to administer, more eGective and practically are available in bottles of 
does away with unpleasant side-actions”. 100 and 500. 

imer. J. Med. (1954) 17:629 Full literature on request. 


N Rauwiloid’ and‘ Veriloid’ are registered trade-marks. Reed. Users: 


(RIKER ) RIKER LABORATORIES LIMITED 


—“ LOUGHBOROUGH LEICS 
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A New 
ASTHMA 
THERAPY 





SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 

Each tablet contains pesooeaet - Nor - Adren- 
aline eg sulphate gr. {; Ephedrine 


hydrochlor gr. 2/5; eophylline gr. 2. In 
MMEDIATE RELIEF tubes of 20 tablets and bottles of 100 tablets. 


a 
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iso - BRONCHISAN 
Prescribable on Form E.C. 10 


PROLONGED ACTION 





Silten Limited * Silten House * Hatfield + Herts * England 
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Foremost among 


the tonic restoratives 





| Aspecial formulation, its delicate flavour rendering 
it acceptable to the most fastidious palate and 
representing Vitamin B,, Liq. Extract of Malt, | 
the Glycerophosphates of Iron, Magnesium and | 
Potassium, and Pepsin, together with Strychnine 
Hydrochloride 1/200 grain in each fluid drachm. 
jtis indicated in devitalized conditions as it improves 
| appetite and increases menta! and physical activity 
Available in 4-0z.; 8 oz.; 16 oz.; 40 oz. and 
80 oz. bottles | 


TOWALIX 


FERRIS 


FERRIS & CO LTD 


BRISTOL 


Telegrams FERRIS BRISTOI 








This is one 
of my 
favourite 
prescriptions 


wr: 


r? Bourn-vita 


(Sy 


Made by Cadburys 





Anew anti-inflammatory 
and anti-pruritic agent 





of the derma 


BIOSONE G.A. OINTMENTS contain 2° 
tologically active isomers of Glycyrrhetinic Acid which, 
when applied to the skin, has an action resembling that of 
HYDROCORTISONE (B.M.J. Dec. i9g5, p 


. coon 


igor) 





Acid 
Acid 


Hydrocortisone 


Glycyrrheti« 


Glycyrrhetinic 


Available in SPECIALLY FORMULATED BASES which 
take into account the sensitive nature of G.A 


BIOSONE G.A. OINTMENT (GREASY) 
BIOSONE G.A. Ointment (NON-GREASY) 
BIOSONE G.A Ointment with NEOMYCIN 


FREELY PRESCRIBABLE ON E.C.10 


by 


local reactions have 


BIOSONE G.A INEXPENSIVE 
Hydrocortisone and no systemic ot 
been reported 


BIOSONE G.A. OINTMENTS 


The FIRST CHOICE 


1s comparison with 


in the 


treatment of DERMATOSES 


Pack 
Samples and Ineratute ava 


- sienna 
BIOREXS 


(MARKETING) LTD 


25 gm. tubes 


by 
47/51 Exmouth Street (Mkt.), Rosebery Avenue, | 


BIOREX LABORATORIES LTD., 


ndon, E.¢ 


Research and manufacture 


Telephones; TERminus 9494, 5216/8 
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Canned strained foods set 
a mothers mind at rest 


As you know, some mothers are worried when 
you advise early mixed feeding for baby. With so 
many other things to do, the difficulty of obtain- 
ing and preparing a variety of fresh foods seems 
almost insuperable. But Heinz Strained Foods 
solve the mother’s problem and make it easy for 
her to follow your advice. 

Furthermore, Heinz Strained Foods are better 
for baby than many home-prepared foods. Heinz 
get their vegetables and fruits straight from farms 
And the special Heinz cooking and straining 
equipment preserves the maximum goodness. 

So with 19 really nourishing varieties to choose 
from, it’s easy for mother to give her baby the 
varied diet you recommend. 

For a FREE booklet giving the nutrient values 
of all 19 varieties of Heinz Strained Foods, 
please write to Dept. 7R, H. J. Heinz Company 
Ltd., London N.W.10. 


“HEINZ 
Strained Foods 


SOUPS - MEAT BROTHS * VEGETABLES - SWEETS CEREAL 
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Increased 
Interest 


3 / 
rh 


Invest today with 


HASTINGS and THANET 
BUILDING SOCIETY 


Any amount from £1 to £5,000 may be invested 
Income Tax is borne by the Society and the 
dividend compares with a gross yield of £6.1.9 
per cent. where the investor is liable to tax at 
the full standard rate. Regular savers earn 
4 per cent. net— limit £10 a month. There is 
no depreciation of capital and excellent with- 
drawal facilities are available. 

Piease call or write for a copy of our booklet 
“ Profitable Investment.”* 


Hastings and Thanet 


BUILDING SOCIETY 











Established over 100 years 


Assets £20,000,000 Reserve Strength £1! ,000,000 

29-31 Havelock Rd., Hastings 46 Queen St., Ramsgate 

99 Baker St., London, W.! 4| Catherine Sc., Salisbury 

3-4 Cecil St., Margate 4 St. George's Place, Canterbury 

4i Fishergate, Preston 88 Mosley Street, Manchester, 2 
111 New Street, Birmingham, 2 


You should 





bank with the 


Westminster 





HRe- « 
Westminster Bank Limited Pf 
Head Office: 41 Lothbury > 3 

London, E.C.2 
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AN ASSESSMENT OF ROTTER THERAPY 


in PEP EC WILE ie 


“... there was a satisfactory 


response in 90°, of cases” 


Extracts from THE BRITISH MEDICAL JOURNAL, Ist Oct. 1955, p.827 


“ ... 81% of cases became symptom-free—70% of 
them during the first week and 30% during the 
second week; a further 9% were relieved of the 
majority of their symptoms. Thus there was a 
Satisfactory response in 90°, of cases.” 


“ 


. . » Average duration of symptoms in the active 
ulcer group, dating from the first attack of indiges- 
tion, was 12 years...” 


“* .. . They were able to take foods which they had 
avoided for years.” 


“All but 5 of the 98 cases were ambulant throughout 
treatment and no instructions were given as to rest. 
They were advised to take an average diet but to 
avoid fried foods.” 


“The treatment is ideal for general practice, where 
its simplicity appeals to both patient and doctor...” 














Prescribable on the N.H.S. 


(ROTER | pleieiens 
\ 
_ 
Tins of 40, 120, 640; 
and dispensing size 720 
Literature and samples on request (P.T. Exempt) 


F.A.I.R. LABORATORIES LTD., TWICKENHAM, MIDDLESEX 
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f Formula: p-butylthiodiphenyl-methyl-2-dimethylamin- 


oethyl sulphide hydrochloride. 


Every day in the waiting room there are patients who 
can benefit from Covatin, the new anti-anxiety drug 
Covatin can be prescribed with confidence—clinical 
trials have proved that it promotes tranquillity and 
release from tension without causing sleep or dulling 
alertness. It is particularly suited to the ambulant 
patient, has minimal side-effects and is not habit- 


forming. 





INDICATIONS 
Anxiety and tension states, nervous disorders, de- 
pression and restlessness. Tension due to high blood- 


pressure, arteriosclerosis, or menopause, etc 


Dosage 


Packaging 
Available as The therapeutic 

5 s omen dosage is | tablet 5 
50mg. sugar-coated times daily which 


tablets in bottles should be taken with 
food, if possible 


of 50 and 500. 





a ‘Yovatin 





William R. Warner & Co. Ltd., Power Road, 


NJ 


London, W.4. 


ie) 





ANNOUNCEMENTS 





LXIX 














—~§- 
*CHOLEDYL 


\ major advar 





What is Choledyl ? 


Choledyl (choline theophyllin- 
ate), is a completely new 
approach to oral theophylline 
therapy. It is a stable, true, 
chemical compound. Choledyl 
2 is clinically superior to oral am- 
The main advantages inophylline and provides a pre- 
of Choledyl therapy  dictable therapeutic response. 


oo COMPARISON OF THEOPHYLLINE BLOOD 
@ FIVE TIMES LEVELS FOLLOWING A SINGLE ORAL DOSE OF 
MORE SOLUBLE 800 mg. CHOLEDYL AND FOLLOWING A SINGLE 




















@ RELATIVELY FREE g'° 
FROM SIDE-EFFECTS % LO CHOLEDYL 

@ HIGH THEOPHYLLINE Bos ft tees Oreeend | 
BLOOD LEVELS = | 

@ AVOIDS TENDENCY TO 3° eo a0 wo m0! 
DEVELOP DRUG TOLERANCE | _ tae _ wo eomayres | 








PRESENTATION 
Choledyl is available in tablet form in two strengths 
each tablet containing Choline Theophyllinate, 
100 mg. (coloured pink) or 200 mg. (coloured yellow) 
Supplied in bottles of 100 and 509 tablets 
@ Literature and Sample on application 
MANUFACTURED IN ENGLAND 


Sunder licence from NEPERA CHEMICAL CO. INC. NEW YORK, own of the trade mark and United Kingdom 
patent No. 736,443 36245 


ALLEN &@ HANBURYS LTD men Been, 
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DAP TAZOLXZ.E 


and Morphine 


in the treatment of intractable pain 


A further clinical report on the use of ‘ Daptazole”’ and 
Morphine published in the “British Medical Journal” of 21st 
January, 1956, confirms that the administration of “‘Daptazole”’ 
with large doses of Morphine results in the alliation of intractable 
pain of terminal carcinoma. 


‘Administration of large amounts of morphine 
In this paper 
the results of the 


without respiratory depression, narcosis or 
depression of the cough reflex; amiphenazole 
treatment in 127 P 6 ae 

cases are described apparently prevents the onset of any marked 
and the main advan- tolerance to morphine, and possesses a central 
tages of the combina- : 
Ag nervous stimulant action of the caffeine type; 
tion summarized 
thus: and treated cases have a bright mental out- 


look under otherwise hopeless conditions.” 





“ MEGIMIDE " and * DAPTAZOLE "’ are freely prescribable under N.H.S. 


Further information and literature available to the medical profession on request 


a. & c NICHOLAS Ly1tp. ETHICAL PHARMACEUTICALS 


SLOUGH, BUCKS. Telephone ; Slough 22381/5 

















FOR THE TREATMENT OF 


BRAND BISMUTH ALUMINATE 
Bi, (Al,O,),. 10H,O 





- 


TESTED IN VITRO 
PROVED IN PRACTICE 


























The in vitro requirements of a local agent acting in 
the diseased area are restoration of gastric acidity to 
normal and the inactivation of pepsin. Gastric acidity 
must not fall to a relatively alkaline state and stimula- 
tion of secretion must be avoided. These requirements 
are adequately fulfilled by Bismuth Aluminate. This 


salt also possesses the protective and sedative 


properties of older bismuth preparations. 

















Is treatment worthwhile ? 


It is not uncommon to find articles in leading medical journals which 
set out to prove that given medicaments have no influence on the course 
of peptic ulcer. The evidence presented leaves no doubt in the mind of 
the author. “They will get better anyway ” is a deduction which has been 
put forward in some quarters. Is such an attitude justified, merely because 
specific therapy has yet to be discovered? It is certainly not in keeping 
with the principles of medical therapeutics in chronic disease: nor does 
it take into account the work of those who have used a Sippy regimen. 
The more strict the discipline of treatment the lower the relapse rate is 
a statement that has yet to be disproved. Hourly milk feeds, rest in bed, 
alkalies every 2 hours are measures which are practicable in but a few 
cases. What is required is a scheme of therapy to which the patient can 


adhere with minimal interference with his daily routine. 


The relapse rate in those receiving no treatment is double that occurring 
when a disciplined regimen is applied. The longer the duration of the 
disease, the more difficult treatment becomes. If an early case of peptic 
ulcer is treated properly the ulcer will heal and with reasonable care 
relapse can be minimized. In a long-standing case with a scarred 
duodenum and a distorted duodenal cap the prospects of healing are 
remote. It might be true to say that in these cases no medical treatment 
will heal the ulcer. It is a far cry from this to the belief that no treatment 
is of any avail in any case of peptic ulcer. It could be that such illogical 
deduction is creating more chronic peptic ulcers and thus producing the 
type of disease which fits the description. To interrupt this vicious circle 
efficient therapy at an early stage is required: of the many aspects of this 


problem, a local agent acting in the diseased area is essential. 


The in vitro requirements have been indicated on the opposite page. 
Perhaps of greater importance to the general practitioner is that in 
practice Bislumina works. Symptoms are rapidly relieved and there is 


no danger of an untoward disturbance of gastric function. 


RESEARCH DEPARTMENT «+ MINING & CHEMICAL PRODUCTS LIMITED, LONDON 
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BRAND BISMUTH ALUMINATE 
Bi, (Al,O,),. 10H,O 


Bislumina 
is prescribable ANTIPEPTIC 
on form ECIO 

and has been placed 


in category 3 


PROTECTIVE 


POINT THERAPY 


FOR Poplic Ulcer 


ANTACID 


For more detailed literature appl) 


MINING & CHEMICAL PRODUCTS 
LTD. GASTRIC 


86 STRAND, LONDON, W.C.2 SEDATIVE 


Bismuth Aluminate is manufactured in UK 
under licence f 


ETABLISSEMENTS RoOoves, Paris 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultancously in 1 minute! 


Specialists, General Practitioners,Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have owus/y in one minute! 

used and prescribed ‘ Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest” Reagent Tablets for the detection 
of Ketonuria. With * Clinitest ° and ‘Acetest’ 


The advantages of 


ACETEST 


Reagent Tablets 


Quick and reliable, a single tablet provides al! 


Reagent Tablets, reliable routine sugar and the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients 


No danger of false positives with normal urine 
No caustic reagents. 


TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 


2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provided. 


3 Record results as negative, 
trece, moderate or strongly 
positive. 

Supplied in bottles of 100 
tablets with colour scale 
*Acetest’ Reagent Tablets 
diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 
(with colour scale) . 

REFERENCES 

(1954) "Clinical Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 

(1954) Medicine Illustrated’, 
May, p. 289 


(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’, July 10th, p. 95 









CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 


eae aaa a ee  - C - 


ap ae ss 

ehU 
CLINITEST Sta 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 


THE AMES COMPANY (LONDON) LTD. 
j Nuffield House, Piccadilly, W.1. Tel: REG 532! 
Orders for Ames Products should continue to be sent 
to the sole distributors for United Kingdom and Eire 
DON S. MOMAND LTD. 


58 Albany St., London, NWI 


a4 











LXXVI THE PRACTITIONER 























\ Migraine 


and other furms of headaches of 
vascular origin 


are aborted in 80 per cent of 
cases by ORAL TREATMENT with 


CAFERGOT 


sugar-coated tablets 





Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 





Patients who experience nausea and vomiting 
early in the attack or who are unable to 
tolerate oral treatment, usually benefit from 
treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobuty! allylbarbituric acid 100 mg. 


Total laevorotatory alkaloids of 
belladonna 0.25 mg. 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


102 134, Wigmore Stree London, W.1. 
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Essential Iron 


Iron is essential for blood formation and inevitably forms the 
foundation in the treatment of all types of hypochromic microcytic anemia. 
PLAstTULES Hematinic Compound is a reliable source of this essential iron. 

The palatability of the capsules and the readiness of absorption of 
the contained ferrous salt renders the preparation a potent 
weapon in the treatment of all iron deficiency anamias. 

Two or three capsules daily raise the hemoglobin 7—10°. each 
week until the normal blood level is attained. 
PLastutes Capsules are presented in four varieties : Plain, with 


Liver Extract, with Hog Stomacn and with Folic Acid. 


wASs PLASTULES 


~ SEPT. Se 
; HAMATINIC COMPOUND 


Bye) 


The word ‘ Plastules’ ts a registered trade mark of 
JOHN WYETH & BROTHER LIMITED, 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.,I 
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NULACIN effectively controls gastric acidity. 


The key 
to successful 
peptic ulcer 


treatment 


a Oe SO By! 


The value of Nulacin in the treatment of 


peptic ulcer and the prevention of relapse has been confirmed by clinical studies in Great 
Britain, Australia, the U.S.A. and India. Nulacin tablets are palatable and convenient. 
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GASTRIC ANALYSIS Same patients as in 
Fig. 1, two days later, showing the striking 
neutralizing effect of sucking Nulacin tablets (3 
an hour). Note the return of acidity when 
Nulacin is discontinued. 


HORLICKS LIMITED 
Pharmaceutical Division 
Slough, Bucks. 


INDICATIONS 

NULACIN tablets are indicated whenever neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN 
tablet should be placed in the mouth and allowed to 
dissolve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tablets 
between meals. 

NULACIN tablets are not advertised to the public, 
have no B.P. equivalent and may be prescribed on E.C.10. 
The dispensing pack of 25 tablets is free of Purchase Tax. 
(Price to pharmacists is 2/-.) Also avzilable in tubes of 12. 

NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 
grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 
0.5 grs.; Ol. Menth. Pip. q.s. 

NULACIN is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is known 
as NULACTIN in Canada and Sweden. 
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a positive advance 
in theophylline therapy 
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@ A pure chemical compound — 
theophylline ethanoate of piperazine 


@ Soluble — Stable — Neutral 
@ Seven times less toxic than theophylline itself 


@ Freely tolerated orally for long-term therapy without 
nausea, vomiting or gastric disturbance 


@ Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 
Ampoules, 500 mg. in 5 cc., in boxes of 6 and 50. 


Etophylate is also available with phenobarbitone and papaverine. 
4 


RONA LABORATORIES 
12-13 Molyneux Street, London, W.1. AMBassador 4437 
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new 
PREDICTABLE 


oral therapy for 
hypertension 


“INVERSINE’ is a new and distinctive ADVANTAGES: Reproducible 


eid 
1 
imMPORTANT ” 





BOSC BO SOS 


autonomic ganglionic blocking , . 
_— clinical response - Small dosage 


agent. It is a secondary amine, 


not a quaternary ammonium Minimal fluctuation of blood 


compound, and is 90 times more pressure - Gradual onset and long 


active than hexamethonium. When ; : 
duration of action Effective in 





given orally absorption approaches 


100 per cent | cases resistant to hexamethonium 


‘Inversine’ 


ORAL TABLETS 


(Mecamylamine Hydrochloride 


#8 O SO SO 8 O88 es -#- a OBO BS 


Oral convenience with 
parenteral reliability 


Literature and professional package gladly sent on request 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 


*INVERSINE’ (Mecamylamine Hydrochloride) 10 mg. quarter-scored tablets 
are supplied in bottles of 1 





*INVERSINE’ 18 A REGD. TRADE MARK 
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You can use 


Elastoplast Plaster... 


... On its own 





* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 


* to cover impetigo lesions, allowing 
undisturbed self-healing. 


...Or to keep a 
dressing in place 


* in cases where it is preferable to 
cut an individual strip rather than 





to use a ready-made first-aid dressing. 


ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 





and ideal for on-the-spot strapping and retention of dressings. It is far 
more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C. 


. 


1” or 2” x 1}/2 yds stretched and 1” x 5/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1” x 1 yd and 1” or 2” x 3 yd 


SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 
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Methy! Nicotinate 1.0% 


Glycol Salicylate 10.0% 

Histamine 
Dihydrochloride 0.1% 

Capsicin 0.1° 


E xcipient q.s 


Cremalgin has always meant Economy without 


detriment to the treatment of N.H.S. patients 
Indications: Rheumatism, Fibrositis, Sciatica. 


Lumbago, Muscular Pain, and associated conditions. 


Packed in 1 oz. dispensing tubes at 21/- per doz. plus 30% p.t. 


and in 16 oz. dispensing jars at 19/6d. per unit plus 30% p.t. 


WEST PHARMACEUTICAL CO. LTD. WOOD LANE W.12, Tel: SHE 6262 
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Gastric 


Irritation 
AND aspirin 
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Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


“no ‘ 
Catciu AspPIRIN .. . can be used with impunity, especially if pre- 


99 


scribed in soluble form. 
British Medical Journal, July 2nd, 1955 


SOLPRIN provides calcium aspirin in pure and stable form 
CODIS is a compound tablet that provides codeine and 


phenacetin, and calcium aspirin which replaces 


the ordinary aspirin in tab. codein. co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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ANNOUNCING 
Cynomel* 
a new agent for the treatment of 


metabolic insufliciency 


manifested by 

physical sluggishness 

mental sluggishness and decreased emotional control 
diminished function in various organs and systems 


*Cynomel’ (L-triiodothyronine) tablets are available in 


two strengths, 5 ug. and 25 ug., in packs of 100 and 1000. 


Smith Kline & French represented by Menley & James, Limited, London S.E.5 Tel: BRIxton 7851 


CMP96 Samples and literature on request *Trade mark 
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EAR WAX 4 


Removed this easy way 


& 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 

Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 

Cerumol is included in Category No. 4 of the 
M.O.H. classified list and may be 

prescribed on N.H.S. Form E.C.10. 


& 


EAR DROPS 


CERUMOL ot eee | 
eye TRADE Mane for the easier removal of wax 


Distributors in U.K 4 








TAMPAX LIMITED, BELVUE a: a PACKS For Surgery Use 
GREENFORD, MIDDLESEX Telephone : WAXlow 2244 10 c.c. vial separate 
lf you wish to test for yourself and have not received recently a dropper inc luded 

10. c.c. vial please write or telephone direct to (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital Use: 2 oz. 


91, AMHURST PARK, LONDON, N.16 Tel. : STA 2252 and 10 oz. bottles. 
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B-PAS (wanoer) 


PRODUCTS 


These are now in unrestricted supply to provide the significant 
advantages of the newest clinically proven modification of PAS, 
i.e. B-PAS (4-Benzoylamino-2-hydroxybenzoic acid). 

Extensive published reports based on the criteria of bacteriostatic 
levels, tolerability and clinical results show that B-PAS (Wander), 
first introduced by our Research Laboratories in 1948, is a major 
contribution to tuberculotherapy. 

Calcium B-PAS (Wander) is virtually insoluble; hence its slower 
absorption and excretion, and ability to provide high blood levels 
of extended duration, but with relatively low dosage. In contra- 
distinction to other forms of PAS, B-PAS (Wander) is entirely 
free from unpleasant taste. It is thus acceptable to patients in easily 
taken powder form, as well as in cachets if preferred. The powder 
form is supplied in ‘convenient single-dose envelopes, or in bulk in 
any quantity. 








PACKS—Powder: Tins of 150 and 500 x 3.5 g. envelopes 
Cachets: ,, , 80 and 400x 10g. 
Sodium B-PAS (Wander) also available in 1.5 g. Cachets. 





e s - 
B-PASINAH [w4noer) 
combined B-PAS and Isoniazid (INAH) 

To facilitate concurrent administration of B-PAS (Wander) and 
INAH, this product is formulated so that 12 Cachets daily in 
divided dosage provides 12 g. of Calcium B-PAS (Wander) plus 
300 mg. of INAH. 
PACKS—Cachets each containing | g. B-PAS (Wander) 
and 25 mg. INAH: Tins of 100 and 500. 
Full abstracts from Literature on B-PAS, also details of institutional 
quantities and prices sent on request. 
All Wander tuberculostatic products 
may be obtained from usual pharmacists or direct from 


A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, London W.1 
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will help your elderly patients 


{OVALTINE’ is a wholly beneficial nutrient beverage. It is a nourishing 
and sustaining dietary supplement of acknowledged worth in helping to 
build up bodily strength to withstand the frailties and risks which may 
accompany the declining years. 


Its concentrated nourishment—provided by malt, milk, cocoa, soya and 
eggs, and added vitamins—is in a form which even weak or impaired diges- 
tive systems will readily accept. When solid food cannot be taken or 
mastication is difficult, ‘Ovaltine’ will prove an easy and convenient means 
of administering necessary nutriment. 


Delicious, soothing and nourishing at all times, it is particularly advan- 
tageous at bedtime, since it helps to promote the conditions favourable to 
natural, restful sleep during which its restorative ingredients can be fully 
utilized by the body. 


Vitamin Standardization 
per oz.— Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W 1 








Manufactory, Farms and ‘Ovaltine’ Research Laboratories: King’s Langley, Herts M, 380 J 
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One week’s treatment with ‘ Antepar ’ Elixir is usually 
sufficient to eradicate threadworms. A single dose clears 
roundworms from the gut. Effective without fasting, 
purging or supporting measures, ‘Antepar ’ acts by 
paralysing the worms—they are then expelled by 
normal peristalsis. 
*Antepar ’, the original elixir of piperazine, is well 
tolerated by patients of all ages. Its pleasant taste is 
popular with children. Containing piperazine citrate 
equivalent to 500 mgm. of piperazine in each fluid drachm, 


*Antepar ’ is supplied in bottles of 4 fl. oz. and 20 fl. oz. Mi 


‘ANTEPAR’ ELIXIR 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


Associated Houses 
Auckland Bombay Buenos Aires airo Cape Town Dublin Karachi Montreal New York Rio de janeiro Sydney 
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ating Out... 


Out-of-doors eating provides many pitfalls for the dyspeptic— 


no fixed mealtime, unaccustomed dict, and perhaps a holiday 
recklessness in the choice of dish. 

A tablet providing prolonged control of gastric pH is the 
answer — and PRODEXIN does this in the most unobtrusive way. 
Prodexin tablets contain aluminium glycinate and when slowly 
sucked they release into the stomach freshly liberated aluminium 
hydroxide gel, an effect that has been described as physiological 
titration.* One tablet can control gastric pH at a safe zone of 
between 3-5 and 4-5 for up to 2 hours. 


* Aerztl. Wochenschr., 34/35: 788, 1955. 


Each Prodexin Tablet contains: SAA] 
Aluminium glycinate o-9 gm { 


Light magnesium carbonate ... 0-1 gm 


_—— q pY 0 D EX | * 
Cartons of 30 individually 


wrapped tablets and dispensing , 
packs of 240 (opemerr ramen ramen ramen rama ramer Sf 


Basic N.H.S. cost of 240 tablets 30s 4d. 





c. L. BENCARD LTD +> PARK ROYAL - LONDON - N.W.10 
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passes the acid test 


Penicillin-V, Lilly, is unique in being acid-stable, 
and thus is not destroyed by gastric secretions. It 
gives higher and more prolonged blood levels than 
any other oral penicillin, and is therapeutically 
comparable with parenteral penicillin. Penicillin-V, 
Lilly, is the product of choice wherever penicillin 
treatment is indicated. 


Available as 
* PULVULES’ PENICILLIN-V LILLY, 
125 mg. In bottles of 12, 100, 500 and 1,000. 


Average adult dose—1!I capsule four times daily, 
increased in severe infections. 


SUSPENSION PENICILLIN-Y LILLY, 
PAEDIATRIC. 

62.5 mg. in each 5 cc. (large teaspoonful), in bottles 
to make 60 cc. Pleasantly flavoured. 


Average children’s dose—1 teaspoonful four 
times daily. 


5S Se Oe Oe SS 8 ES SE 


, : 
8 g 
, PENICILLIN-V Lilly ! 
- suitable for all age groups ~ 
2 ewe ces cx ses wok Bee es OE See OO EE ee ee eB es es ws ee 


TRADE MARK 4 ELI LILLY & COMPANY LIMITED - BASINGSTOKE * HANTS 
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For the middle-aged clinician looking back to his student days, one of the 
most striking differences is the completely changed outlook for the patient 
with an enlarged prostate. Then it involved a major operation 
The accompanied by considerable hazard and a postoperative 
Symposium period of prolonged discomfort. Today, septuagenarians and 
octogenarians undergoing prostatectomy are up and about 
within a matter of days after operation. This changed outlook, however, as 
Mr. Robinson points out in his article, is dependent upon eternal vigilance 
on the part of the family doctor so that the condition is detected in its 
early stage and dealt with before obstructive or infectious complications 
develop. The outlook in carcinoma of the prostate has not improved to 
anything like the same extent, but Professor Scott’s summary of current 
American views on the subject shows that much can be done to alleviate, 
if not cure, the condition. The position with regard to tumours of the bladder 
and of the testis is still far from satisfactory, but the prognosis in the case 
of the former could be much improved, as Mr. Badenoch points out, if 
every case of painless, profuse and periodic hematuria were immediately 
referred for full investigation. Tumours of the testis are not common but, 
from the point of view of the practitioner, their importance lies in the 
necessity for early diagnosis. Mr. Fergusson stresses that, on account of 
the speed of metastasis, doubtful swellings of the testis, particularly in 
younger men, should be given ‘the most urgent consideration with a view to 
immediate exploration’ lest they be due to a teratoma. Tumours, fortunately, 
constitute a small part of the practitioner’s daily work, and our symposium 
this month also deals with the more common conditions such as hydrocele, 
infections of the genito-urinary tract, and hydronephrosis. The concluding 
article on injuries to the kidneys and urethra will be of special interest to 
practitioners in industrial areas and those who are liable to be called out to 
deal with road accidents. 


OnE of the most debated problems at the present moment is whether a 
patient with coronary thrombosis should be treated at home or in hospital. 
Like so many problems in medicine, there is no simple 

Coronary answer, but the articles by Dr. John Hunt (p. 309) 
Thrombosis in and Dr. Kenneth Sanders (p. 317) in this issue provide 
General Practice ample evidence that there is no justification for the 
present tendency to send the victims of myocardial 

infarction into hospital. Whilst many factors have to be taken into considera- 








238 THE PRACTITIONER 


tion, there is little doubt that, if home conditions permit, many of these 
patients can be more satisfactorily looked after at home than in hospital. 
As Dr. Hunt points out, ‘in a hospital the sister, the nurses and the doctors 
may all be kindness itself and of the utmost efficiency; but who is to know 
about the patient’s likes and dislikes, his fads and his fancies about his 
personal hygiene, his bed, the cooking of his food, his drink, his smok- 
ing, his books, his wireless favourites, his other entertainment, his friends 
and the times they can visit him, and the thousand and one things that 
have taken his nearest and dearest perhaps a lifetime to understand and 
appreciate—the things that make our homes more desirable to live in than 
an hotel, and being ill at home often more pleasant than being ill in 
hospital?’. 

The availability of domiciliary consultation under the National Health 
Service has made the management of these patients at home more feasible, 
as Dr. Sanders notes in his account of the miniature ‘epidemic’ of coronary 
thrombosis which he has recently encountered in his practice—seven cases 
within twenty-five days. Both Dr. Hunt and Dr. Sanders discuss the 
bearing of anticoagulant therapy upon home treatment of these patients, and 
both tend to suggest that if such therapy is called for the patient is probably 
best treated in hospital. Last year, however, Dr. Craig (The Practitioner, 
1955, 174, 190) demonstrated how efficient laboratory control of such 
therapy could be maintained without sending the patient into hospital. 
Every hospital may not be able to cooperate to the extent that the Royal 
Hospital Sheffield did on this occasion, but Dr. Craig’s experience demon- 
strates that it is possible to give a patient the advantage of laboratory control 
while receiving anticoagulant therapy in his own home. The patient may 
not always be right, but the crucial argument in favour of home treatment 
for the patient with coronary thrombosis is to be found in Dr. Hunt’s 
comment: ‘I have known many a consulting physician with this illness who 
has insisted on remaining at home under the care of his family doctor’. 


THE apparent increased litigiousness of patients since the inception of the 
National Health Service has been commented upon in the medical press 

on more than one occasion in recent years. Last year (The 
Doctor Practitioner, 1955, 175, 120) we ourselves drew attention to the 
in Court fact that payments by hospital authorities in England and Wales 

for damages for negligence had risen from £7,500 in 1948-49 to 
£153,000 in 1953. An analysis of the records of the South-West Metro- 
politan Regional Hospital Board suggests that the position is not as serious 
as it seemed to be. With 300 hospitals, this is one of the largest, if not the 
largest, hospital regions in the country. In 1955, only 12 claims were made 
against doctors alone, and eight of these were rejected and have not been 
pursued. Seven claims were made against nurses and doctors, and four of 
these were rejected and have not been pursued. In other words, only seven 
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claims in the whole region were pursued as a result of alleged negligence. 
If these figures are representative of the country as a whole, and there is 
no reason to believe that they should not be, it would appear that, in the 
words of the legal adviser to the Board, ‘if a firm stand is made against 
unjustifiable claims members of the medical profession have no more to 
fear than any other members of society’. 

Although not quite in the same category, it is of interest to compare 
these figures with those recently given by the Minister of Health for the 
number of complaints by patients against general practitioners investigated 
by medical service committees. In the 7? years ended March 31, 1956, 
2,508 such cases were concluded. In only seven was the doctor’s name re- 
moved from the medical lists of executive councils. In 355, sums of money 
were withheld from the doctor’s remuneration; in 81 other cases action 
was taken such as the reimbursement of expenses incurred by patients, 
whilst in 301 the doctor’s attention was drawn to a breach of his terms of 
service. As there are around 20,000 practitioners providing general medical 
services under the National Health Service, the public have little reason 
to complain about the standard of service they are receiving from the doctors 


of the country. 


Tue Retreat, York, the mental hospital which was founded by William 
Tuke, a Yorkshire Quaker, in 1796, has the distinction of having been the 

first in England where mental disorders were regarded as 
Humane illness requiring sympathy and scientific treatment. This 
Psychiatry tradition has been worthily maintained throughout the inter- 

vening years, as is well exemplified in the medical superin- 
tendent’s recently published annual report for 1955, in which he records 
what his predecessor had to say in his annual report for 1855 on two 
problems of current interest. 

The Retreat is putting into effect plans to alter the layout of the hospital 
in order to bring about the abolition of restraint by the locked door. Four 
of the eleven departments in the hospital are now completely open and 
another two for most of the day. Although certain difficulties have been 
encountered, ‘nothing has occurred up to date to alter our opinion of its 
feasibility and desirability’. In 1855, the medical superintendent wrote ‘if 
the duties of the establishment to the patient were limited to the safe 
custody of his body, recourse to mechanical restraint would have been 
justifiable and expedient. But it is not so . . . If the application of all the 
moral and medical treatment that could be brought to bear on the case has 
been insufficient to remove the unfortunate propensity, is it at all probable 
that mechanical coercion would have had a more tranquillizing effect?’ 
Equally striking is the similarity between the views expressed on psycho- 
paths today and a hundred years ago. In 1855, they are described as possessing 
‘the art of explaining their own conduct, and that of others, with so much 
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plausibility, in a light favourable to themselves, that those who are un- 
acquainted with their history, and casually converse with them, are easily 
led to make a wrong estimate of their condition’. In 1955, the medical 
superintendent has merely to bring this admirable description up to date 
by adding: “The danger to the general community of the presence of such a 
person is that he appeals to the disruptive and less worthy elements in the 
human heart and can secure a following of those who give high-sounding 
reasons for their allegiance. Hitler, Mussolini and others of the like are recent 
examples’. Incidentally, his definition of the psychopath as ‘a label given 
to a mentally sick person who is neither neurotic nor psychotic and who 
generally defeats the efforts of everyone to alter his condition’ is one that 
will commend itself to clinicians. 


ACCORDING to The New Yorker, a well-known American pharmaceutical 

company has solved the problem of finding names for new products by 

‘commissioning an I.B.M. machine to produce a dictionary of 

Naming 42,000 nonsense words of an appropriately scientific look and 

Drugs sound’. A representative of the company is quoted as saying that 

‘doctors are the market we shoot for. A good trade name carries 

a lot of weight with doctors. We’ve found that they’re more apt to write a 

prescription for a drug whose name is short and easy to spell and pronounce, 
but has an impressive medical ring’. 

With this brief, a chemical engineer with an interest in mathematics sat 
down to prepare the data from which the electronic data-processing machine 
would provide a list of suitable names. He first selected ten suffixes- 
‘il’, ‘sil’, ‘mine’, ‘phyl’, ‘mycin’, ‘cide’, ‘ane’, ‘ate’, ‘ite’, and ‘ol’. He then 
decreed that each prefix be printed only once, with an ending selected at 
random from among a total of five possibilities. To reduce the list of 
possible permutations and combinations, he also decided that four letters 
(q, j, X, z) be discarded, that ‘y’ be treated as a vowel only, that all triple 
consonants and diphthongs be avoided, limited the number of starting 
double consonants to twenty and of ending double consonants to nine, and 
banned the repeating of syllables. It was with these instructions that, within 
a couple of hours, the machine produced the list of 42,000 potential names. 
Many of these will be so Learean in their nonsensicalness that they will 
need to be discarded. Others will be too similar to names already in use 
by other companies. Even so, the company should now be well provided 
for many years to come with names for the 30 to 50 new products which they 
produce annually. The profession will look forward with interest to the 
effect of this new use of electronics upon their daily mail. The reaction of 
the British Pharmacopeeia Commission may not be quite so objective when 
they ponder upon the effects of this development on their thankless task 
of finding ‘approved names’ for new products. 








THE MANAGEMENT OF THE 
ENLARGED PROSTATE 


By R. H. O. B. ROBINSON, M.B., F.R.C.S. 
Senior Surgeon, St. Thomas's Hospital 


THE management of the enlarged prostate constitutes a responsibility and 
anxiety for the practitioner, as the risk of sudden retention is always present, 
and this is liable to occur at some inconvenient time or when the patient 
is away from his own home. It cannot be stressed too strongly that acute 
retention is a surgical emergency of the same gravity as a perforated peptic 
ulcer or intestinal obstruction, and requires in the same way the judgment 
of the experienced surgeon to decide when to operate or what it is necessary 
to do in any particular case. In this country communications are now so 
good that it should be possible for any such patient to be admitted to 
hospital and to be dealt with promptly. Casual catheterization in the patient’s 
own home, though possibly giving temporary relief, may sow the seeds of 
disaster. 

Let us first consider uncomplicated prostatic enlargement. The diagnosis 
seems to present considerable difficulty. In part this derives from an 
ignorance of the physical signs of the normal prostate. Time and again 
one finds a medical student trying to express an opinion as to the size and 
consistence of a given prostate gland when it transpires that he or she has 
never examined a normal subject. 


THE HISTORY 

The first step in attempting to arrive at a correct diagnosis is the taking of 
an accurate history. This is not always as easy as might be expected, as 
many patients have extreme difficulty in expressing their symptoms clearly, 
or they have been indoctrinated with ideas derived from their friends who 
like to pose as experts on the old gentleman’s complaint. The problem is 
rather similar to that presented on taking a history from a patient suffering 
from some rectal ailment. Just as such a patient will often insist that he 
has piles, wishing to display his knowledge of rectal complaints, so will 
a patient with bladder symptoms insist that he is suffering from prostatic 
trouble. 

Frequency is a symptom denoting disorder of the bladder neck which 
may be inflammatory, neoplastic, neurogenic or mechanical. Thus, although 
a symptom of prostatic enlargement, it is not necessarily diagnostic of it. 
Any operative interference carried out solely for frequency without any 
other evidence of prostatic abnormality, is unlikely to have a happy result. 
In prostatic enlargement frequency occurs by night as well as by day, and 
it is noticed first at night when, if it amounts to two or three incidents 
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during the night, it is likely to interfere with the patient’s rest. It is, of 
course, conditioned to some extent by the patient’s habits of fluid intake 
and can often be relieved by common-sense adjustment. It is also true that 
as age advances the physiological variation in the excretion rate of urine 
by day and by night tends to alter. 

Urgency is usually noticed and derives from the same cause as the 
frequency. In a normal person no urine enters the posterior urethra until 
the initiation of the reflex act of micturition, when the internal sphincter 
of the bladder relaxes and allows urine to enter the extremely sensitive 
posterior urethra. This starts the second and final part of the reflex, which 
is almost uncontrollable. The incompetence of the internal sphincter in 
prostatic enlargement results from stretching by the middle lobe or posterior 
commissure. Repeat micturition is probably due to the same cause. Patients 
often complain that they notice, particularly on first rising in the morning, 
that, having passed urine, they have to do so again very soon afterwards. 

Difficulty in micturition, which is increased by straining, is usually 
complained of. Very often it is discovered that the bladder can be emptied 
more easily in the sitting position, when greater relaxation is possible. 
This may also be necessitated by a certain degree of rectal incontinence 
due to the inter-relation between the rectal and urethral sphincters. Hemor- 
rhoids are also often present, due to the repeated straining and pelvic 
congestion. Feebleness or intermission in the flow of urine is a constant 
feature. Dribbling after the initial completion of the act is due to disordered 
function of the internal sphincter, and this may in time lead on to incon- 
tinence. This is a passive incontinence or incontinence of overflow, and it 
is first noticed at night. Indeed, in some cases this symptom of bed wetting 
is the first symptom to which the patient will admit, and the one which 
leads him to consult a doctor. It is noteworthy that usually such patients 
are already in a serious condition so far as renal damage is concerned, 
and are therefore bad surgical risks. 

Hzmaturia occurs at some time or other in a third of the cases, but 
great caution must be exercised in ascribing hematuria to enlargement of 
the prostate. Only when all other possible causes have been carefully 
excluded must the prostate be considered to be the cause. Serious errors of 
diagnosis have occurred as a result of assuming that the source of the 
bleeding is the prostate. Bladder tumours are often associated with prostatic 
enlargement, to mention only one of the possible causes of hamaturia. In 
prostatic disease the bleeding tends to occur at the beginning of micturition, 
and urethral bleeding may occur independently. Textbooks are apt to 
capture the imagination of the student by ascribing acts of sexual aberration, 
such as indecent exposure, to enlargement of the prostate, but it is very 
doubtful if this is really the case. Such acts are probably coincidental and, 
if in any way attributable to prostatic disease, are attributable to prostatitis 
rather than to enlargement of the gland. 

A patient will often consult his practitioner because of symptoms in- 
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dicative of renal impairment such as failure of appetite, vomiting, disordered 
bowel function, headaches, defective vision and lack of power of concen- 
tration. Examination reveals the true nature of his condition. 


THE EXAMINATION 

Examination of the patient entails a general examination, paying particular 
attention to the cardiovascular and nervous systems as well as a local 
examination of the prostate itself. Not unnaturally cardiovascular disease is 
often associated with prostatic disease and may determine some modification 
in the treatment. In the later stages of prostatic obstruction the blood 
pressure tends to rise, in order to compensate the failing renal circulation. 
Again, prostatic trouble is often brought to light by the treatment of heart 
disease with mercurial diuretics and the development of retention of urine 
as a result. 

Examination of the urine may show no change but, if renal impairment 
has set in, a pale urine of low specific gravity and containing protein will be 
found. Occasionally cystitis has developed as a complication, in which case 
pus and organisms will be found, but this is uncommon apart from previous 
instrumentation. Abdominal examination may reveal a distended bladder 
either visible or palpable, and pressure in the suprapubic area may induce 
a desire to empty the bladder. Palpation of the kidneys cannot be expected 
to disclose any abnormality unless some associated renal lesion is present. 
Although in the later stages of prostatic disease the kidneys become hydro- 
nephrotic, following an ascending dilatation of the ureters, they are never 
palpable as enlarged renal masses as death from renal failure occurs before 
they reach such a size. 


EXAMINATION OF THE PROSTATE 
The examination of the prostate itself can be carried out in three possible 
positions: the left lateral, the knee-elbow, or with the patient lying on his 
back with the knees bent. The last position is particularly valuable as it 
enables a bimanual examination to be made, and in this way a more just 
appraisal of the size of the prostate arrived at. Again, some finding which 
has escaped detection on simple abdominal or on rectal investigation, may 
be brought to light. It must be remembered that, so far as is possible, 
the bladder should be empty at the time of the examination and the patient 
instructed to void immediately beforehand. A full bladder tends to push the 
prostate downwards and backwards so that a normal prostate appears to be 
enlarged, whereas any intravesical projection will be impalpable on bimanual 
examination if the bladder contains urine. The knee-elbow position is very 
uncomfortable for the elderly patient, although it makes orientation easier 
for the examiner. Having in one’s mind a clear idea of the size, consistence 
and shape of the normal prostate, search is made for backward projection into 
the rectum, shown by a sulcus between the outer edge of the lateral lobe 
of the prostate and the rectal wall. Upward enlargement is detected by an 
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inability to reach over the top of the gland with the examining finger, whilst 
irregularity in the shape of the constituent parts is shown by a distortion 
of the normal median sulcus or cleft between the right and left lateral lobes. 

Rectal examination enables a decision to be made as to whether one is 
dealing with a normal gland, an enlarged gland, a case of malignant disease, 
or one of chronic prostatitis. The next point to decide is whether or not 
residual urine is present and, if present, its approximate amount. In many 
cases abdominal examination will have indicated the presence of a consider- 
able amount of residual urine and therefore the necessity for active treat- 
ment, but the exact amount can only be determined by catheterization, 
which is undesirable, or indirectly by x-ray investigation. 


THE INCIDENCE 

Before coming to a decision as to whether or not active surgical treatment 
is necessary, it is helpful to have some idea of the relative incidence of 
prostatic enlargement and its life history. Is it the necessary and inevitable 
concomitant of advancing years and is it a progressive condition? In fact, 
enlargement only occurs in a third of the older male population, and of 
those only half develop clinical symptoms. Once established the condition 
is an irreversible one, although it may remain static over long periods and 
there may be a regression of symptoms. It does not necessarily follow that, 
because the prostate is enlarged, urinary obstruction must follow. Con- 
versely, urinary obstruction may be found associated with a normal-sized 
prostate, in which case the obstruction is produced by local changes in the 
bladder neck. In prostatic enlargement affecting the lateral lobes only, the 
trigonal muscle and internal sphincter can function normally with efficient 
evacuation of the bladder whereas, with middle lobe changes, sphincteric 
function is impaired and residual urine collects. 


INDICATIONS FOR OPERATIVE TREATMENT 

The most important indication for operative treatment is the discovery of 
residual urine which is persistent and is over two ounces (60 ml.) in amount. 
Other indications include any evidence of renal embarrassment, and 
frequency which constitutes an embarrassment to the patient and which 
interferes with his sleep. The exact amount of residual urine can, of course, 
be measured by passing a catheter, but this procedure carries certain risks; 
indeed, many consider that it should never be performed before operation, 
for fear of infecting the bladder. X-ray investigations by intravenous pyelo- 
graphy and cystography give a very fair appraisal of the condition of the 
kidneys and also of the amount of residual urine in the bladder by a study 
of the cystogram before and after emptying the bladder. With a little 
experience it is possible to tell with considerable accuracy how much 
residual urine is present. 

In mild cases is there any palliative treatment which can assist the patient, 
as we have already seen that the condition is not necessarily progressive? 
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As the declared condition is an irreversible one, there is no curative treat- 
ment other than surgical removal and, although many hormonal treatments 
have been advocated in the past, none can be said to have exerted any 
decisive effect on the condition. An avoidance of anything likely to cause 
congestion in the prostate is most important. Therefore highly spiced foods 
or excessive amounts of alcohol should be avoided. Cold and chills should 
be guarded against and the bowels kept well regulated. The bladder should 
never be allowed to become unduly full, as micturition will be notably 
affected under these conditions. Although sexual activity is usually con- 
sidered to be injudicious, it must be remembered that prostatic massage 
is one of the forms of treatment which have been found helpful, presumably 
as it encourages secretion by the gland. Diathermy has also been found 
helpful, probably for the same reason. If there is any evidence of prostatitis, 
focal sepsis, particularly dental sepsis, should be dealt with and urinary 
antiseptics prescribed. It is disappointing that hormones, which are so 
helpful in carcinoma of the prostate, are without effect in benign 
enlargement. 


THE PRINCIPLES OF SURGICAL TREATMENT 

When operation is considered essential, the actual operation performed 
depends partly upon the views of the particular surgeon, but certain general 
principles are commonly agreed to. Operation without any previous instru- 
mentation until the actual operation is the ideal to be aimed at. Preliminary 
catheterization introduces the risk of infection and cystoscopy may precipi- 
tate an attack of acute retention. If the obstructing gland is of small size, 
transurethral operation carried out with a punch or resectoscope is in- 
dicated, always provided the urethra is of adequate calibre to allow the 
passage of these large instruments. It is little help to the patient to substitute 
a urethral stricture for prostatic obstruction. When the urethra is small, 
the difficulty can be overcome by performing a perineal urethrostomy or 
internal urethrotomy. 

In cases in which there is appreciable enlargement of the gland, pros- 
tatectomy by the retropubic route or the suprapubic route, with primary 
bladder closure, is indicated. The theory underlying modern operative 
techniques is that it is impossible to avoid infection of the bladder if this 
is left open and draining, and therefore a technique in which the bladder 
is either never opened at all or, if opened, is closed immediately after 
removal of the prostate, should be used. It has become apparent that what 
leads to a fatal issue in cases of retention of urine is not so much the im- 
mediate emptying of a distended bladder and the sudden relief of pressure, 
as the superimposition of acute urinary infection upon obstruction. From 
this it follows that preliminary catheterization is hazardous, but that inter- 
mittent catheterization, which may lead to recurring obstruction in a 
bladder contaminated with organisms, can be disastrous. 
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THE MANAGEMENT OF ACUTE RETENTION 

How then should the complication of acute retention be dealt with if prompt 
admission to hospital is impossible and the patient is in great discomfort? 
Catheterization must be carried out under strict aseptic precautions, and 
this is not nearly so difficult as it may appear to be. Far and away the most 
efficient and easiest way of sterilization is by heat, so that some form of 
catheter which can be boiled is desirable, and either a plain rubber or a Tie- 
mann catheter should be used. A Tiemann catheter is a rubber olive-headed 
coudé catheter which passes more easily through the urethra of a prostatic 
patient than a plain rubber one. Paradoxically, it is better to use a large catheter, 
20—22 F., rather than a small one, as a small one will not be resistant 
enough to push aside the irregularities of the prostate, whereas a large 
one will. It is best to perform the catheterization with a no-touch technique 
by feeding the catheter into the urethra with sterile forceps. The instru- 
ments can, of course, be boiled at the same time as the catheter. To facilitate 
the passage of the catheter efficient lubrication is essential and, although 
a variety of substances such as sterile paraffin or glycerin have been used, 
the best is a tragacanth jelly containing an antiseptic and preferably some 
local anzsthetic. The jelly can be introduced into the urethra some little 
time before to render the urethra insensitive. Catheterization is only 
necessary if the patient is distressed, and it must be realized that it is quite 
unnecessary and bad practice to pass a catheter purely on the grounds that 
a palpable bladder has been discovered on examination. 

Having relieved the patient, it is permissible to remove all the urine in 
the bladder, to remove the catheter, and to prescribe a urinary antiseptic. 
The patient should then be referred to hospital as quickly as possible. It is 
true that in some cases of sudden retention following a chill or alcoholic 
excess, catheterization relieves the patient and there is no repetition of the 
trouble, at any rate for some considerable time. Retention that is due to 
definite prostatic enlargement, however, is an indication that it would be 
well to carry out prostatectomy when convenient. If intermittent catheteri- 
zation has to be repeated, it becomes progressively more difficult and 
painful, and the dangers of acute ascending infection of the urinary tract 
become much greater. In cases in which a rubber catheter cannot be passed 
the time-honoured instrument to use is a bicoudé gum elastic catheter, but 
the objection to this is the problem presented by its sterilization and the 
maintenance of sterility. Metal catheters have no place in the treatment of 
acute retention due to prostatic disease. 

If, when the patient is admitted to hospital, immediate operation is 
decided against but the patient requires relief from retention, a Foley-type 
catheter with inflatable cuff should be inserted. This catheter, being an 
indwelling self-retaining one, avoids the dangers of intermittent emptying 
of the bladder and of repeated catheterization. Sterility of the urinary tract 
is maintained by draining the catheter continuously through sterile rubber 
tubing into a closed-circuit sterile bottle at the side of the bed. It must be 
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realized that when an indwelling catheter is used it constitutes a foreign 
body in the urethra and evokes discharge from the urethral glands which 
in the vicinity of the external meatus harbour micro-organisms. To avoid 
serious infection it is essential that this discharge should be able to escape 
freely. The catheter must therefore never be so large that it plugs the 
external meatus (which varies considerably in size) like a cork. It also 
follows that, if a catheter has to be tied into the urethra, it is most important 
not to constrict the penis, and therefore the penile urethra, around the 
catheter. 

It will have been noted that nothing has been said about suprapubic 
drainage. Nowadays a permanent suprapubic tube is seldom considered 
to be the final solution of a patient’s problem. If preoperative temporary 
suprapubic drainage proves necessary because of intolerance to an in- 
dwelling urethral catheter, a small tube, preferably of the Riches type, is 
inserted high up on the abdominal wall between the umbilicus and the 
symphysis, but well away from the latter so as to leave the lower abdominal 


wall clear for any subsequent operation. 


POSTOPERATIVE CARI 
Finally, after prostatectomy patients should be kept under observation in 
order to ensure that any transient urinary infection is eradicated by typing 
the organism and prescribing the suitable antibiotic. Occasionally a patient 
may develop a urethral stricture during convalescence. ‘Timely dilatation of 
this will ensure that the patient has no further disability. 


SUMMARY 
The appraisal of any particular case involves the taking of a detailed history 
and thorough clinical examination, not forgetting the cardiovascular system. 

The principal change that has taken place in the management of the en- 
larged prostate is the appreciation of the fact that the discomforts and risks 
of operation are no greater than after any other major procedure. If opera- 
tion is indicated therefore, it should be carried out in the early stages of 
urinary obstruction before renal impairment has occurred. 

The bogy of slow decompression has been largely dispelled as prompt 
operation without preliminary catheterization is the ideal. The only patients 
requiring a period of initial drainage are those with very severe renal impair- 
ment and a blood urea level of over 200 mg. per cent. 

Every effort should be made to keep the urinary tract sterile by operating 
with the minimum amount of urethral instrumentation and avoidance of 
open drainage of the bladder. No one set operative procedure can be applic- 
able to every case. 
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By WILLIAM WALLACE SCOTT, M.D., Pu.D. 


Professor of Urology, The Johns Hopkins University School of Medicine, 
and Urologist-in-Charge, The Johns Hopkins Hospital, Baltimore, Maryland 


I aM pleased to have been invited to contribute an article on carcinoma of 
the prostate to this symposium on genito-urinary disorders. Shortly after 
receiving this invitation, I had the pleasure of participating in a symposium 
on cancer of the prostate held in Detroit, Michigan, on June 4, 1956, at the 
Third National Cancer Conference, sponsored by the American Cancer 
Society and the National Cancer Institute, United States Public Health 
Service. This symposium, lasting an entire day, consisted of five panel 
discussions on the following aspects of the disease: (1) natural history of 
prostatic cancer; (2) early case finding; (3) criteria of operability in prostatic 
cancer; (4) choice of therapy for operable prostatic cancer; (5) therapy for 
disseminated prostatic cancer. 

It occurred to me that I might best serve the interests of my readers by 
reporting the proceedings of this symposium, for they will not be published 
in detail. 

NATURAL HISTORY OF PROSTATIC CANCER 
Moderator: Jack B. Trunnell, Anderson Hospital and Tumor Institute, Houston 
Texas. Participants: (1) Herbert Brendler, New York University, Bellevue Medical 
Center, New York. (2) L. M. Franks, Imperial Cancer Research Fund Laboratory, 
Royal College of Surgeons, London, England. (3) Eleanor MacDonald, Anderson 
Hospital, Houston, Texas. (4) Arthur Purdy Stout, Columbia University College 
of Physicians and Surgeons, New York. 

This panel had the hardest assignment, for the least is known about this 
aspect. Members of this panel (as well as members of the succeeding four) 
were unanimous in their feeling that much more data must be gathered on 
this subject. All agreed that in our present state of knowledge it is extremely 
difficult to evaluate any form of treatment for almost any stage of this 
disease. Brendler emphasized the need for a method to detect the ‘biological 
potential’ of any individual cancer. 

Franks presented much interesting data on so-called ‘latent carcinoma 
of the prostate’, some of which has been published (Franks, 1954), ‘latent 
carcinoma’ being defined as a cancer which cannot be detected clinically. 
Especially striking were his figures revealing a remarkable discrepancy 
between the high incidence of the disease at necropsy and its relative 
infrequency as a cause of death. This discrepancy in incidence between 
‘latent’ and ‘clinical’ cancer was all the more impressive after he presented 
evidence to indicate that these ‘two’ cancers were morphologically indis- 
tinguishable. An example given was that in 69 cases of latent cancer, 52 had 
invaded the capsule, 26 the blood vessels, 22 benign spheroids, 22 the 
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perineural lymphatics, 8 the urethra and 4 the seminal vesicles. In the 
living, all of these would be considered by most to be clinically active 
cancers. Somewhat less striking were his figures suggesting that before 
the age of 70 to 80 years of age, clinical cancer is more common than 
latent cancer, and thereafter the situation is reversed. 

Eleanor MacDonald compared survival times in a series of 400 cases of 
‘untreated’ prostatic cancer, and 600 cases treated by either surgical or 
hormonal means or both. Both series of cases were carefully collected and 
analysed and strongly suggested that the ‘treated’ cases fared much better 
than the ‘untreated’. In the untreated series 50 per cent. survived one year 
and g per cent. survived five to six years, whereas in the treated series 
84 per cent. survived one year and 31 per cent. survived five to six years. 
Emphasis was placed upon the difficulty of obtaining control data, the 
multiplicity of factors which may be involved in altering the course of the 
disease, and the fact that control data may become increasingly difficult to 
obtain in this age of early surgical management and endocrine treatment. 

Perforce, some of the discussion was speculative, but all pointed to the 
necessity for careful collection of data both in cases in which treatment has 
been ‘definitive’ and in those in which it has not, and to the need, expressed 
by Brendler, of a biological or chemical test which will permit measurement 
of the ‘biological potential’ of each and every prostatic cancer. 


EARLY CASE FINDING 
Moderator: Perry B. Hudson, Francis Delafield Hospital, Columbia University, 
New York. Participants: (1) Emerson Day, Strang Clinic, Memorial Center for 
Cancer and Allied Diseases, New York. (2) William Fishman, Tufts University 
Medical School, Boston, Massachusetts. (3) Willard E. Goodwin, University of 
California School of Medicine, Los Angeles, California. (4) Arthur Purdy Stout, 
Columbia University College of Physicians and Surgeons, New York. 

Initially, in order to define the term ‘early prostatic cancer’, Hudson 
presented the classification of adenocarcinoma that was to be used through- 
out the Third National Cancer Conference. This classification, based upon 
the microscopically ascertained extent of the disease, consisted of five 
groups: Group I, in which the cancer was localized to the prostate gland; 
Group II, localized to the gland but present in either the prostatic capsule 
or perineural spaces; Group III, in which extension to the perivesicular 
fascia has occurred; Group IV, invasion beyond III but not widespread; 
Group V, disseminated. ‘Early prostatic cancer’ was used to refer to Groups 
I through III. 

All agreed that, short of routine total prostatectomy and histological 
examination of the tissue removed on all men over the age of 50 years (not 
advocated by any), early cancers were most likely to be found by encourag- 
ing a policy of routine palpation of the prostate gland per rectum in all men 
over 50 years of age and open surgical biopsy of all hard areas felt within 
the substance of the gland. Most preferred the perineal route to the retro- 
pubic one for biopsy, if not for prostatectomy. In the case of small prostatic 
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nodules, most felt that needle biopsy was inaccurate, and that this method 
should be reserved primarily for advanced cases. Transrectal biopsy was 
condemned in early cases and advocated by almost no-one in the advanced. 
The accuracy of rectal palpation in cases in which the diagnosis was estab- 
lished histologically was close to 50 per cent. Hudson, in a series of 77 
open perineal prostatic biopsies, found a surprising number of cancers 
which were not palpable on digital examination—more than half. 

Day described the experience of the Strang Clinic with cytological 
diagnosis based upon expressed samples of prostatic secretion. The group 
studied consisted of 2000 men, 50 years of age or older, all of whom had no 
urinary symptoms and no suggestion of prostatic disease on clinical examina- 
tion. Seventy-two men (3.6 per cent.) showed some cytological abnor- 
mality. Graded according to the Papanicolaou system, 41 were classed as 
Grade II to III, 28 as Grade II, and only three as Grade IV or V. Only 
Grades IV and V are considered positive. This same group of patients was 
observed for one to seven years, and was also screened during this time 
by Whitmore. A total of four proved cancers have turned up during this 
time and only one of these showed a positive smear. Day summed up his 
experience in these words: “The prostatic smear has been discouraging at 
the level of the clinically unsuspected patient. It is helpful if positive’. 

Fishman presented his experiences involving measurement of both total 
(King-Armstrong method) and ‘prostatic’ serum acid phosphatase (Fishman- 
Lerner method) in patients with prostatic cancer. His results indicate that 
‘prostatic’ acid phosphatase is elevated more often than total serum acid 
phosphatase in proven prostatic cancer. In three instances in which the 
cancer was believed to be localized to the prostate gland (two total prostatec- 
tomies and one necropsy), ‘prostatic’ acid phosphatases were elevated and 
total acid phosphatases were normal. The panel, however, concluded that 
the value of the Fishman-Lerner method in early case finding has yet to 
be proved. 


CRITERIA OF OPERABILITY IN PROSTATIC CANCER 
Moderator: Rubin H. Flocks, State University of lowa College of Medicine, lowa 
City, lowa. Participants: (1) William Fishman, Tufts University Medical School, 
Boston, Massachusetts. (2) Reed Nesbit, University of Michigan, Ann Arbor, 
Michigan. (3) Perry B. Hudson, Francis Delafield Hospital, Columbia University, 
New York. (4) Wyland F. Leadbetter, Massachusetts General Hospital, Boston, 
Massachusetts. (5) Willet F. Whitmore, Jr., Memorial Center for Cancer and Allied 
Diseases, New York. (6) Arthur Purdy Stout, Columbia University College of 
Physicians and Surgeons, New York. 

This panel was firm in its conviction that prostatic cancer can be cured 
only by surgical excision, and hence was concerned primarily with means 
available for selecting patients suitable for total perineal or retropubic 
prostatectomy. Because of the similarity of topics, some overlap with 
Panels II and IV was inevitable. 

Given a situation in which a prostatic cancer appears to be localized, 
Whitmore feels that the patient should be in good general condition and 
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have a life expectancy of ten years or more before he is considered a can- 
didate for total prostatectomy. Leadbetter was of the opinion that fixation 
of the prostate gland, as determined by rectal palpation, did not auto- 
matically preclude total prostatectomy, for at times such fixation has been 
found to be inflammatory. The same opinion was expressed when attach- 
ment to the lateral pelvic wall was felt preoperatively. None of the members 
of the panel went on record as saying that they believed that an ‘inoperable’ 
cancer could be converted to an ‘operable’ one (with a good chance of 
cure) by preoperative hormonal treatment. 

All panel members agreed that a significant elevation of serum acid 
phosphatase means that the cancer has spread widely and hence is inoper- 
able. Fishman, Hudson and others warned against the drawing of blood 
for serum acid phosphatase determination immediately after rectal palpation, 
for many false positive values will result. A period of at least twenty-four 
hours should be observed following rectal palpation or the blood should be 
drawn before. Fishman again urged us to measure ‘prostatic’ phosphatase 
rather than total. 

Routine bone marrow biopsies have not proved useful in determining 


( »perability. 


CHOICE OF THERAPY FOR OPERABLE CANCER 
Moderator: Willet F. Whitmore, Jr., Memorial Center for Cancer and Allied 
Diseases, New York. Participants: (1) Rubin H. Flocks, State University of lowa 
College of Medicine, Iowa City, Iowa. (2) Clarence V. Hodges, University of 
Oregon Medical School, Portland, Oregon. (3) Perry B. Hudson, Francis Delafield 
Hospital, Columbia University, New York. (4) William W. Scott, Johns Hopkins 
University Medical School, Baltimore, Maryland. (5) Samuel A. Vest, University of 
Virginia, Charlottesville, Virginia. (6) Donald McDonald, University of Washington 
School of Medicine, Seattle, Washington. 

Again all members of this panel agreed that total prostatectomy should 
be carried out in early prostatic cancer, but it was pointed out by Hodges 
and Scott that total prostatectomy is a very difficult operation following 
previous open enucleation, although not difficult after transurethral resec- 
tion. As part of a perineal prostatectomy for benign prostatic hyperplasia, 
Vest has carried out excision of the posterior lamella and capsule in his last 
54 cases. He believes that this may result in prevention of, or excision of, 
many early cancers. As yet he has not sectioned these glands, but will soon, 
and his report should prove most interesting. No-one advocated total 
prostatectomy as a prophylactic measure. 

Hodges was asked to comment on the advantages and disadvantages of 
both total perineal and retropubic prostatectomy. On the basis of 75 cases 
(62 perineal and 13 retropubic), he believes that the perineal route is best 
for biopsy, and for total prostatectomy if the latter is done at the same time. 
If a positive diagnosis has been made on enucleated or resected tissue, or 
obtained at perineal biopsy some time before, however, he prefers the 
retropubic route. He prefers to drain the space of Retzius perineally (Chute- 
Blocksom method). Urinary control has been perfect in the 13 patients 
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treated retropubically. In commenting on this same subject, Flocks stated 
that the retropubic method offered the advantage of being able to detect 
lymphatic spread at operation. He estimates that 20 to 30 per cent. of 
prostatic cancers considered to be ‘early’ on clinical examination have lymph- 
node metastases. 

End-results were not discussed by this panel, because an entire day, 
June 6, was devoted to a symposium on ‘End results in the treatment of can- 
cer by site’, the results for carcinoma of the prostate being presented by Dr. 
Sam Vest. In conversation with Dr. Vest, I learned that the over-all five-year 
results for a number of clinics throughout the United States were quite 
similar to those reported from our own clinic. When the preoperative rectal 
examination suggested no evidence of extraprostatic extension, close to 60 
per cent. lived five years and nearly 40 per cent. lived ten years, all present- 
ing no clinical evidence of cancer at the end of each five-year period. When 
microscopic examination of the specimen removed revealed no extension 
through the capsule or into the perivesicular fascia, 50 per cent. lived ten 
to twenty-seven years without evidence of recurrence or metastases. This 
figure is close to the expected survival of 53 per cent. in the general male 
population without cancer (Jewett, 1954). 

Flocks presented his studies on the use of radioactive gold (Aug) injected 
into the prostate. By and large the results were similar to those he has already 
published (Flocks, 1955). Treatment is limited to what Hudson would call 
Group III and IV cancers, Flocks advocating total prostatectomy for early 
lesions. Recently, Flocks has found that complications incident to treatment, 
such as rectal irritation and ulceration, have been reduced by increasing 
the concentration of the gold and reducing the volume injected. Further- 
more, he has learned that multiple injections at intervals appear more 
effective. He is encouraged by his results. Attention was called to the 
observations of O’Connor and Bulkley that the intraprostatic injection of 
radioactive chromic phosphate has been followed by death in several 
instances, due to bone marrow destruction. 

In concluding this panel discussion, Whitmore discussed briefly the 
possible role of pelvic exenteration in the treatment of Group III and 
especially Group IV prostatic cancers. Clinically, although lesions of this 
stage appear amenable to excision by radical cystectomy or pelvic exentera- 
tion, a limited experience of less than 15 cases at the Memorial Center has 
demonstrated the almost uniform presence of pelvic lymph-node metastases 
in such instances. Furthermore, follow-up of such patients has revealed 
a uniform occurrence of local recurrences and/or distant metastases. In the 
light of such experience, Whitmore believes that it becomes questionable 
whether lesions of this stage should be considered ‘operable’, particularly 
since endocrine therapy offers such a simple and effective means of palliation. 


THERAPY FOR DISSEMINATED PROSTATIC CANCER 
Moderator: William W. Scott, Johns Hopkins University School of Medicine, 
Baltimore, Maryland. Participants: (1) Thomas J. Bridges, Francis Delafield Hos- 
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pital, Columbia University, New York. (2) Rubin H. Flocks, State University of 
Iowa College of Medicine, Iowa City, Iowa. (3) Perry B. Hudson, Francis Delafield 
Hospital, Columbia University, New York. (4) Reed Nesbit, University of Michigan, 
Ann Arbor, Michigan. (5) Thomas L. Dao, The Ben May Laboratory for Cancer 
Research, University of Chicago, Chicago, Illinois. (6) Donald McDonald, Univer- 
sity of Washington School of Medicine, Seattle, Washington. (7) Jack B. Trunnell, 
Anderson Hospital and Tumor Institute, Houston, Texas. (8) Willet F. Whitmore, 
Jr., Memorial Center for Cancer and Allied Diseases, New York. (9) Samuel A. 
Vest, University of Virginia School of Medicine, Charlottesville, Virginia. 

Initially, Nesbit presented a statistical analysis (previously published 
[Nesbit and Baum, 1950]) dealing with the results of castration alone, 
castration plus stilbeestrol (5 mg. per day or less), or stilbeestrol alone in the 
treatment of disseminated prostatic cancer (1,818 cases). Combined therapy 
seemed to be the most effective. Flocks stated that synthetic stilbeestrol given 
by mouth, if tolerated, was as effective and less expensive than other 
cestrogens, especially naturally occurring ones. Except for the new German 
preparation, diethylstilbeestrol diphosphate, low dosage appears to be as 
effective as high dosage. Most of the members of the panel felt that ex- 
perience with diethylstilbestrol diphosphate given in high dosage intra- 
venously was too meagre as yet to permit evaluation, although additional 
palliation with this compound has been reported in a few. 

Considerable difference of opinion was expressed on the subject of when 
in the course of the disease endocrine therapy should be instituted. Although 
Nesbit claimed no statistical significance for this portion of his study, 
results suggested to him that therapy should begin when the diagnosis is 
first made. With this I disagreed, believing that greater palliation is achieved 
if therapy is delayed until symptoms, especially pain, become manifest. 
This question is far from settled. 

Vest and several others expressed the opinion that in the treatment of 
relapse following either castration or estrogen therapy, a second remission 
is more likely if castration follows rather than precedes cestrogen therapy. 

Shortly after the introduction of castration-cestrogen therapy, it became 
obvious that not all patients responded to these forms of therapy, nor were 
responses of uniform duration. On the basis of a study of the total urinary 
17-ketosteroids before and after castration (Scott and Vermeulen, 1942), 
we suggested that in the absence of the testes, the adrenal glands were 
producing androgenic substances which stimulated the growth of prostatic 
cancer. Recently, in our laboratory, we have found additional evidence to 
support this view: following castration or estrogen therapy, clinical relapse 
can be predicted on the basis of a rise in urinary androsterone—the most 
active urinary androgen known (Burt, Finney and Scott, 1956). The earlier 
study prompted us to perform bilateral adrenalectomy in cases of relapse, 
but success was meagre without cortisone available to prevent profound 
adrenal insufficiency and death (Huggins and Scott, 1945). 

Dao presented his experiences in 30 cases of bilateral adrenalectomy for 
disseminated prostatic cancer: those done since the early report of Huggins 
and Bergenstal (1952). In almost every instance bilateral adrenalectomy 
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was followed by prompt relief of bone pain, but in none was there x-ray 
evidence of regression of bony metastases. In two patients, soft tissue metas- 
tases disappeared. In several, the patient’s general condition improved as 
evidenced by weight gain, an improved blood picture and a decrease in 
serum acid phosphatase. In general, the length of life was not increased 
appreciably. Dao also studied 10 patients treated with cortisone alone. 
Five were judged to be improved subjectively, but none showed objective 
evidence of improvement. These observations suggested to Dao that 
improvement secondary to adrenalectomy was the result of adrenalectomy 
and not of the cortisone needed to maintain the adrenalectomized patient. 

In 1948, Walker and I carried out the first hypophysectomy for prostatic 
cancer (Scott, 1954). We could not maintain life in this patient. In 1951 
and 1952 we performed five more. At this time cortisone was available and 
postoperative management possible. We were impressed with the results 
obtained in two patients in whom hypophysectomy was nearly complete. 
In these two, objective remissions of six and thirteen months occurred and 
neither died of his cancer. Partial hypophysectomy had no effect. Whitmore 
presented in brief the tremendous experience of the group at the Memorial 
Center, but most of the hypophysectomies done there have been for breast, 
not prostatic, cancer. When he had concluded, I was left with the impression 
that they, like we, considered hypophysectomy a research tool and not 
a clinical therapy. 

Flocks then emphasized the value of x-ray therapy in the relief of pain. 
Vest recalled the early work of Munger who advocated irradiation of the 
testes, but felt that castration and/or ceestrogen therapy was more effective. 
He knew of no-one who had irradiated the adrenals in the treatment of 
relapse, and felt that the results to date following irradiation of the pituitary 
were inconclusive. Bridges then presented his methods for evaluating pain 
in malignant disease and his basis for electing a specific neurosurgical 
procedure for the relief of pain. 

Trunnell ended this panel discussion with a presentation of current 
thought regarding the mechanism of relapse following hormonal therapy. 
This stimulated much discussion and, I hope, some study, for only through 
careful research shall we find answers to the many problems encountered 
in a study of this or any other cancer. 
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THE TREATMENT OF 
NON-TUBERCULOUS INFECTIONS 
OF THE URINARY TRACT 


By J. C. HAWKSLEY, C.B.E., M.D., F.R.C.P. 
Physician, University College Hospital, and St. Peter's Hospital for Stone 


INFECTION of the urinary tract is common; it may be acute or chronic and 
may present with symptoms and physical signs that make diagnosis easy 
or, at the other end of the scale, it may give rise to no symptoms other 
than those of ill health. On occasion its manifestations may be alarming, 
with high fever, vomiting, dehydration and, in infants, convulsions. It 
may occur as an entity on its own or be associated with one of a number of 
other diseases of the urinary tract; it often occurs as a complication of 
pregnancy. Its treatment depends upon all these factors and also to a con- 
siderable degree upon the nature of the infecting organism. 


DIAGNOSIS IN RELATION TO TREATMENT 

The problems of diagnosis are outside the scope of this article except in so 
far as they concern treatment. It must be remembered that chronic infection 
is easily missed as a diagnosis unless specially looked for in patients with 
vague symptoms of illness. Pyelitis also is sufficiently often associated 
with other diseases of the urinary tract for it to be needful to bear in mind 
the number of conditions, such as calculus, hydronephrosis and congenital 
malformations of the kidneys and ureters, that can be responsible for its 
occurrence, and also for relapses after treatment. The same points arise 
in cases of cystitis which are often associated with stone, diverticulum of 
the bladder, growths, prostatic enlargement, neurological disorders, diabetes 
mellitus and, in women, cystocele and genital infection. As treatment is 
likely to be followed by relapse if any of these accompanying conditions are 
left undiagnosed and untreated, it is essential to regard urinary infection 
as a condition that requires careful study of the individual patient. 

A hundred consecutive cases of urinary infection in which a single 
organism was implicated and which included all clean specimens of urine 
which showed more than ‘5 pus cells per 1/6 field’ or else ‘numerous pus 
cells’ realized the following results: 


E. coli 54 per cent. 
Streptococcus faecalis 16 per cent. 
B. paracolon 9 per cent. 
P. vulgaris 8 per cent. 
Staphylococcus albus 4 per cent. 
Micrococci 3 per cent. 
Ps. aeruginosa 3 per cent. 
Staphylococcus aureus 2 per cent. 
B. alkaligenes 1 per cent. (Hawksley, 1951). 
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The commonest micro-organisms found on culture of the urine in 
infection of the urinary tract are of the colon and paracolon group of bacilli. 
After these come streptococci, usually Streptococcus faecalis, and then a 
number of cocci and bacilli which are by no means rare and which may be 
very resistant to treatment unless their sensitivity to therapeutic agents is 
investigated : e.g. staphylococci, P. vulgaris, Ps. aeruginosa, and B. alkaligenes. 

Urinary infection is common, usually occurs at a distance from hospitals 
and laboratories, and often has to be treated on its clinical merits and with- 
out immediate help in diagnosis from a bacteriological department. Con- 
siderations of its therapy often arise when treatment is dictated by bedside 
diagnosis only, and help in finding the infecting micro-organism has to 
await the taking of specimens to a laboratory at a distance, or else the 
transfer of the patient to hospital if improvement does not occur at home. 


ACUTE PYELITIS 

A first attack of acute pyelitis is usually assumed to have arisen without 
a necessary cause such as calculus or hydronephrosis, but even in a first 
attack suspicion may come to light from an adequate history and clinical 
examination: an obvious example is pyelitis of pregnancy. The diagnosis 
having been made, and a specimen obtained (by catheterization in the 
probable event of the case being female) for dispatch to the bacteriologist, 
treatment may be instituted with the object of easing symptoms and attack- 
ing the most likely bacterial cause, namely an organism such as E. coli. 
Long before the advent of sulphonamides, pyelitis from this cause responded 
in most cases to the rendering alkaline of the urine. The advantages of still 
exhibiting potassium citrate for this purpose are threefold: it will often 
ease symptoms, it reduces the bacilluria and it prevents the formation of 
sulphonamide crystals in the urine. Two grammes of potassium citrate 
should be administered four-hourly until the urine is alkaline to litmus, 
and thereafter six-hourly. Pending a bacteriological report sulphonamide 
is given by mouth and here a number of preparations are available. A 
personal preference for sulphadimidine is merely pedantic, and any pre- 
paration put up by a good drug house will do. Sulphadimidine should be 
given in an initial dose of 2 g.; and 1 g. six-hourly thereafter for about a 
week, depending upon the final report of bacterial sensitivity and upon 
the relief of symptoms and the sterilization of the urine as indicated by 
later culture of the urine. 

The bacteriologist can now not only report on the nature of the infection 
but also the in vitro sensitivity of the organism or organisms to a series of 
antibiotics, inference that the sensitivity will be the same im vivo being 
usually justified. It is found that a majority of cases are sensitive to sulphon- 
amides but not all. Penicillin may be indicated for streptococci and staphy- 
lococci and may be given in 500,000 unit doses two or three times a day. 
The use of the tetracycline antibiotics because of appropriate findings of 
sensitivity is quite common and a dose of 250 mg. six-hourly is effective 
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in most cases. Certain organisms, such as Ps. aeruginosa and P. vulgaris, 
are apt to require treatment with streptomycin and a dose of a gramme 
a day parenterally until the urine is sterile is the usual routine. 

What has just been written about the value of bacterial analysis of the 
urine and assessing of im vitro sensjtivity must not cause the inference to 
be drawn that without them the bedside clinician is quite in the dark. 
The patient needs symptomatic treatment and treatment to sterilize the 
urine, and the use of potassium citrate and sulphonamide will bring relief 
and a fall in temperature to most cases however far off the laboratory 
may be situated. Other antibiotics may reasonably be used speculatively 
when sulphonamides fail and when there is no laboratory available. 

Recurrence of acute pyelitis should always lead to reassessment of the 
case and further investigation. It often indicates that there is an abnormality 
of the urinary tract resulting in urinary stagnation or in foci where infection 
can be retained. Without the finding of such a cause treatment is likely to 
be followed over and over again by relapse. 

It must be remembered that the nature of the infecting organism may 
change from attack to attack and that an organism, suppressed by antibiotic 
treatment, may become resistant to that antibiotic. Here again, fresh labora- 
tory investigation is far better than administering a different antibiotic as 
a speculation, but sound speculation, or ringing the changes on various 
antibiotics, is good therapy when there is no bacteriologist at hand to render 
the requisite help. There are also many preparations, old and new, which 
have their place in the treatment of pyelitis and of urinary infection in 
general. The introduction of mandelic acid by Rosenheim, in 1935, pro- 
vided a means of treatment that, although largely superseded by anti- 
biotics, still has value in resistant cases, particularly of infection with 
Streptococcus fecalis. Ammonium or calcium mandelate is administered in 
a dose of 3.5 g. six-hourly. The aim is to reduce the pH to 5.3 or lower, and 
this is usually achieved but if it is not, ammonium chloride also is given, 
in doses of 0.3 to 0.6 g. three times a day. Methyl red gives a pink colour 
at a pH of 5.3 or less and this test should be used daily to check the efficiency 
of the treatment. 

Recent additions to the treatment of urinary infections are numerous; 
one such is nitrofurantoin, marketed under the name of ‘furadantin’. Jn 
vitro, this substance has a broad spectrum of antibacterial effect and does 
not appear to be very toxic in its effective doses. It may produce nausea 
and, occasionally, a rash and is given in a dose of between 5 and 10 mg. 
per kilogram of body weight per day. Whilst this drug is new and still 
under investigation, results in resistant cases of pyelitis seem encouraging 
and in ordinary cases good. Of older drugs, hexylresorcinol (‘caprokol’) and 
pyridium are both useful on occasion when other methods seem inadequate. 


CHRONIC PYELITIS 
This is difficult to treat and prone to recur unless a cause is found that can 
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be eradicated; this sometimes means removal of a deformed kidney, a 
dilated renal pelvis, stones, an abnormal ureter or else a plastic operation. 
Chronic pyelonephritis is apt to develop with recurrence of infection. 
Treatment depends upon principles similar to those already described and 
it is often necessary to review its efficacy at intervals and expect to find 
fresh types of organism in the urine, or insensitivity of the original ones to 
the antibiotic in use. A maintenance dose of whatever drug is indicated by 
bacteriological analysis is often necessary, as much being given as is needed 
to keep the urine sterile. Fairly frequent changes of treatment and the 
combination of two drugs, such as a sulphonamide and calcium mandelate, 
are methods that often succeed for a time. Chronic pyelitis, insidious as it 
may be, is the cause of considerable ill health and has dangerous results; 
it is probably in more need of expert laboratory supervision than is many 
a case of acute pyelitis which so often responds quickly to ordinary treatment. 

Apart from those causes of chronic or recurrent acute pyelitis already 
mentioned, there are other causes of failure of treatment. Kidney disease 
may itself prevent a sufficient concentration of sulphonamide or antibiotic 
in the urine, the retention of the agent in the blood reaching a level that 
may be productive of symptoms. Assay of the blood or the urine is useful 
in such cases. The urine in cases of untreated diabetes mellitus is always 
difficult to sterilize and this calls for obvious measures. Although this article 
is not concerned with tuberculous infection, secondary infection of a tuber- 
culous renal pelvis may mask the primary infection and actual harm may 
be done by giving streptomycin as a short course and producing resistant 
tubercle bacilli. ‘The custom of using the terms acute or chronic pyelitis 
is apt to hide the fact that these conditions are often pyelonephritis and 
that inadequate treatment may lead to increasing damage to kidney paren- 
chyma. It is for this reason that acute pyelitis should be treated to recovery 
and that cases which relapse should be investigated properly so that causal 
factors can be dealt with; this is equally so with chronic cases and when no 
treatable cause lies behind them control of the urinary infection by main- 
tenance doses of drugs, changed from time to time as the bacteriology of the 
urine may indicate, often preserves health for long periods. 

The new look in therapeutics must not be permitted to oust those well- 
tried ancillaries that once were so much more widely taught. Acute pyelitis 
is productive of many unpleasant symptoms. Headache, sweating, dysuria 
and pain in the loin are disagreeable and deserve treatment on their own 
until chemotherapeutic or antibiotic treatment has mastered the infection. 
Old-fashioned (are they?) adjuncts to care such as tepid sponging, heat to 
the loins and an antispasmodic for the dysuria, such as tincture of hyos- 
cyamus, can help the patient to get more comfortable, and merit their 
place in therapeutics. 

Whilst children may react more violently to acute pyelitis, and may as 
often suffer ill health and steady deterioration from failure to consider the 
possibility of chronic pyelitis as a cause, the treatment only differs in terms 
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of smaller doses being indicated on age or weight principles. Again it is most 
important to remember that recurrent pyelitis and chronic pyelitis in 
children merit full investigation because of the possibility of anatomical 
causes for this trouble. 
CYSTITIS 

Acute cystitis is more frequently seen in elderly people and may occur 
without apparent predisposing cause. Again, especially if relapses occur, 
some such cause is likely to be operative and treatment cannot hope to 
succeed if a man has a stone or a papilloma in his bladder or chronic retention 
from an enlarging prostate, or a woman has a cystocele with a constant 
pool of residual urine in her bladder. Apart from these considerations, 
many believe that general ill health and infections predispose to cystitis. 
Having, as a student, read that some epidemics of influenza seem to ‘attack’ 
the mucous surface of the bladder and give rise to cystitis (Swanwick, 
1926), I have watched for this and believe it to be true. Treatment follows 
the same general lines as for urinary infections generally, the necessity of 
treating any causal pathology being kept in mind. 

Chronic cystitis is a difficult condition to treat. It often arises from some 
condition that is itself untreatable: an inoperable neoplasm or a neuro- 
logically caused retention. The danger of ascending infection and the 
unpleasantness of symptoms both require that treatment should be studied 
closely. Those methods already described for chronic pyelitis are equally 
applicable and another useful treatment is with hexamethylene tetramine, 
or hexamine, which yields formaldehyde in an acid urine. This is likely to 
increase in concentration in a stagnant urine. It is given in doses of 20 
grains (1.3 g.) three times a day before meals, a similar dose of acid sodium 
phosphate being given after meals to render the urine acid. If it does not do 
so, ammonium chloride can be given instead. Hexamine can itself in time 
produce irritation so that it is sometimes necessary to give it intermittently. 

If chronic cystitis gets out of hand, washing out of the bladder is bene- 
ficial and, if necessary, tidal drainage can be instituted. Finally, cystotomy is 
better than continued discomfort and increasing the risk of ascending 
urinary infection. 

FLUID INTAKE 
It is often difficult to decide on the best amount of fluid intake when treating 
urinary infections. There are various factors here and the soundest principle 
is to give a large intake unless the aim is to get a high concentration of 
a drug in the urine. This applies to both chemotherapy and antibiotics 
but it is better to allow sufficient intake in a febrile patient to prevent 
thirst. Another important point is to consider the excretory competence 
of a kidney which is already failing because of pyelonephritis and which 
may not be able to cope with a high fluid intake. 
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HYDRONEPHROSIS 
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HyDRONEPHROSIS may be defined as dilatation of a kidney without infection. 
It is not a disease in itself but is merely a descriptive term applied to the 
condition found where obstruction to outflow of urine exists. If infection 
supervenes, as it often does, the term then used should be infected hydro- 
nephrosis. A hydronephrosis may be small in size or may be enormous 
and almost fill one half of the abdomen. 


CLASSIFICATION 

The cause of hydronephrosis is essentially some obstruction to outflow. 
This obstruction may be mechanical or it may be dynamic due to inter- 
ference with the mechanism for emptying the urine from the renal pelvis: 
that is to say, there may be some incoordination of muscle or of nerve 
leading to disordered function. Many classifications of hydronephrosis have 
been put forward but are unnecessarily confusing and it is better to specify 
whenever possible the cause of the hydronephrosis and thus to make the 
classification a rational one. In mechanical hydronephrosis the obstruction 
may occur in any part of the urinary tract from the external meatus up to 
the uretero-pelvic junction. If the cause is known then obviously the hydro- 
nephrosis is simply a secondary manifestation of a block and the nature of 
the block can be specified in most cases. For example, it is well known 
that in the late stages of prostatic obstruction, one or both kidneys may 
undergo dilatation and this is merely a secondary manifestation of the 
obstruction lower down. Or, again, a stone may block one ureter and cause 
a hydronephrosis which is again purely secondary. 

It is not proposed to deal here with these secondary hydronephroses 
and attention will be devoted to the type that used to be called idiopathic 
hydronephrosis, a term which formerly concealed our ignorance of its 
etiology. As a result of more extended study it is becoming obvious that 
a number of factors are liable to cause this kind of hydronephrosis; some 
of these factors may be congenital and others acquired. 


THE CHANGES IN HYDRONEPHROSIS 
If an obstruction, whether mechanical or dynamic, exists at the uretero- 
pelvic junction the pelvis, which is thin walled, begins to dilate (fig. 1). 
This dilatation increases in the course of time and becomes especially 
marked if the obstruction should be intermittent or partial. A complete 
obstruction tends to lead to atrophy of the kidney rather than to dilatation. 
September 1956. Vol. 177 (260) 
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HYDRONEPHROSIS 


1.—Ascending pyelogram showing 
minor hydronephrosis. The pelvis is 
slightly dilated but the are 
sharp. There is a sharp uretero-pelvic 
junction and the fluid does not run 
into the upper ureter. 


calices 


3.—Ascending pyelogram showing an 
advanced mainly intra-renal hydro- 
nephrosis. There is a stricture at the 
uretero-pelvic junction and the pelvis 
and calices are extensively dilated. 
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2.—Ascending pyelogram showing a 
moderate degree of nydronephrosis. 
The pelvis is dilated and the calices 
are ballooned. There is a kink of the 
upper ureter due to the presence of an 
aberrant vessel. 


showing 


4.—Ascending pyelogram 


advanced hydronephrosis. There is 
gross dilatation of the pelvis and 
calices. 














262 THE PRACTITIONER 


The pelvis, however, is unable to take up all the effects of the block and 
in due course the calices inside the kidney also begin to show dilatation 
(fig. 2), and the solid kidney tissue itself is compressed and gradually 
thinned out. In the final stages all that is left is a thin-walled sac, with 
complete atrophy of the renal parenchyma and this sac may reach a large 
size (fig. 3, 4). Nowadays very large hydronephroses are not commonly 
encountered since diagnosis is made earlier and many cases which would 
ultimately have progressed to complete destruction of the kidney can be 
saved. 

The extent of the hydronephrosis depends largely upon the position of 
the renal pelvis. If this is outside the kidney, that is, extra-renal, then the 
pelvis is able to compensate for the obstruction for some time and will 
dilate to a large extent whilst the kidney may not necessarily be much 
distended at all. On the other hand, if the pelvis is intra-renal, changes 
occur rapidly in the calices which dilate along with the pelvis. It is highly 
probable that atrophy of the parenchyma is mainly due to interference with 
the blood supply to it and this change is largely brought about by pressure 
inside the kidney. Should the pelvis not be able to expand as, for example, 
in an intra-renal pelvis or in a fibrosed pelvis round a stone, then pressure 
is transmitted readily back to the calices, the vessels supplying the paren- 
chyma are compressed at an early stage, atrophy of the parenchyma follows 
quickly and the kidney becomes disorganized at a much earlier date. 


THE ETIOLOGY OF HYDRONEPHROSIS 

DUE TO OBSTRUCTION AT THE URETERO-PELVIC OUTLET 
It is obvious that, if conservative surgery is to succeed in the treatment of 
hydronephrosis, the primary causes of the condition should be searched 
for, and dealt with radically at operation. This may not be easy and it may 
be complicated by the fact that secondary causes of obstruction arise as 
the kidney dilates: the ureter, for example, often becomes tacked down to 
the swollen renal pelvis by fine adhesions. Both primary and secondary 
causes must be removed or the operation will fail. The causes of hydro- 
nephrosis have been much debated for many years and until relatively 
recently many surgeons believed that the condition was incurable and that 
it should be treated by nephrectomy. This view was partly supported by 
the experimental work of Hinman (1935) who believed that once the other 
kidney had taken over niost of the renal function, the hydronephrotic organ 
was incapable of regaining any of its former function no matter how good 
an anatomical result was achieved by plastic surgery. This pessimistic view 
has now been discarded and conservative measures have shown brilliant 
successes with marked recovery in the function of the treated kidney. 

Many causes have been described such as the presence of aberrant renal 
vessels and ureteric stricture. Table I sets out the findings in a personal 
series of 43 cases operated on between 1942 and 1949 (Mack, 1950). 

It will be realized from this table that the largest single cause found 
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associated with hydronephrosis was the presence of aberrant vessels. The 
role of aberrant vessels has been much disputed. Some hold that the vessels, 
which are generally branches of the main pedicle, and which pass either in 





Cases showing aberrant vessels 
No other causes noted I 
With adhesions at uretero-pelvic junction 
With adhesions and ptosis 
With ptosis 
With valves at uretero-pelvic junction 
With fibrosis of muscle at uretero-pelvic junction 
With associated infection 
Malformed (discoid) kidney 


=~ NN NO 


Cases without aberrant vessels 
High insertion of ureter 
Stricture 
Valve, stricture and increased mobility 
Localized band at uretero-pelvic junction 
Increased mobility 
Old infection 
No obvious cause 


~N=— =e N 


< 


=-— 39 


Total 43 











TABLE 1.—Findings in 43 cases of hydronephrosis, 22 males (one bilateral); 
20 females. The right kidney was involved in 25 cases, and the left 
kidney in 18. 


front of the renal pelvis or behind it, to reach the lower part of the hilum 
are really in their normal position and that they do not, in the early stages 
at any rate, cause obstruction at the uretero-pelvic junction. As the pelvis 
enlarges, however, the vessels do press on it and the further enlargement 
causes the vessels to become taut while the swollen renal pelvis bulges 
over them and more obstruction is thus added to that already present. 
Undoubtedly, aberrant vessels are often merely a secondary cause of 
dilatation but, if they are looked for, there is no doubt that they will be found 
with increasing frequency, and even in early hydronephrosis there is a 
striking similarity in the position of the vessels which cross just at the 
uretero-pelvic junction in many cases. Frequently it is discovered that there 
is an actual indentation of the ureter or of the lower part of the pelvis 
where the vessels cross and, if they are cleared at the time of operation from 
the underlying ureter, the pelvis at once begins to contract and waves of 
peristalsis pass down the ureter. One cannot believe that, in these cases at 
any rate, the vessels are merely secondary factors. Further proof is afforded 
by the fact that simple division of the vessels will, at least in some cases, 
lead to a cure of the hydronephrosis. Ligation, however, is to be avoided 
since these vessels may contain end arteries and necrosis of the lower pole 
may result. 

Aberrant vessels are found, of course, in other conditions than idiopathic 
hydronephrosis but their incidence is much less in hydronephrosis due to 
other causes as table II shows (Mack, 1950). This is based upon the findings 
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in a series of go cases of hydronephrosis, associated with calculi, with 
tuberculous kidney and with dilated ureter, in which a comparison was 
made between the incidence of aberrant vessels in the different groups. 











Aberrant 
No. of cases vessels Percentage 
With calculi 39 8 20.5 
With tuberculous lesion I ° ° 
With dilated ureter 7 ° ° 
Uretero-pelvic obstruction 43 23 53-5 
go 31 34-4 








TABLE 11.—Incidence of aberrant vessels in 90 cases of hydronephrosis. 


It will be seen from this table that, although aberrant vessels were found 
in 20.5 per cent. of cases with calculi, the incidence was much greater in 
cases of hydronephrosis due to uretero-pelvic obstruction, where the 
incidence was 53.5 per cent. 

Surgeons who carry out conservative operations on the kidney believe 
that mechanical obstruction is probably of more importance than dynamic 
obstruction and are prepared to admit that there may be several factors at 
work in each case. Most believe that aberrant vessels do play a part in 
creating hydronephrosis, that the vessels may be the primary cause in 
many instances but that their displacement by the growing pelvis may 
further add to the obstruction; in other words, they are sometimes also 
secondary causes of hydronephrosis. Other lesions found are listed in 
table I, and it will be seen that stricture formation, high insertion of the 
ureter, a valve in the upper ureter, ureteric adhesions and congenital 
deformities of the kidney are all found with a moderate degree of frequency. 


SYMPTOMS OF HYDRONEPHROSIS 
Many cases of hydronephrosis have no symptoms at all and may be dis- 
covered quite accidentally in the course of a routine examination. I saw 
a number some years ago in recruits for the Forces, who had mild albu- 
minuria, which was often postural. Follow-up of some of these patients 
showed no tendency for the hydronephrosis to progress and no treatment 
is obviously required in symptomless cases, which are small and not pro- 
gressive. When symptoms are present due to the hydronephrosis these 
show a remarkable variety; rather more than the average renal case. Renal 
pain is common, taking the form of either severe colic or of a dull aching 
discomfort in the loin. This pain may be made worse by exertion or, some- 
times very strikingly made worse, by forced drinking, and in those cases 
one must presume that the increased diuresis by the kidney causes a tem- 
porary inability of the organ to empty itself. Occasionally there is a violent 
attack of renal pain with prostration, scanty urine being passed during this 
stage. As the pain passes off the urinary outflow increases markedly and 
there is rapid relief of the discomfort. Hamaturia is moderately frequent. 
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If infection supervenes, all the signs and symptoms of a severe renal 
infection make their appearance. 

In contrast to most renal cases seen by the surgeon, gastro-intestinal 
symptoms occur in hydronephrosis with unusual frequency. Many patients 
are subjected to intra-abdominal operations such as removal of an appendix, 
separation of adhesions and so on, and only after the patient still continues 
to complain of pain and often of dyspepsia is it realized that the cause of 
the symptoms is a hydronephrosis. Indeed, in all cases of doubtful abdominal 
discomfort and dyspepsia an intravenous pyelogram is a useful method of 
diagnosis and many patients would be saved unnecessary operations if this 
were done. 

Hydronephrosis can occur at all ages, but in practice most of the patients 
seen are between the ages of childhood and thirty years of age. Women and 
men are almost equally affected, there being no striking sex difference 
between them. 


SIGNS OF HYDRONEPHROSIS 
Examination of the patient may reveal a loin swelling and this may be of 
enormous size, although in the larger hydronephrosis, pain is usually not 
a striking feature whilst a small hydronephrosis may cause severe pain 
and the kidney be quite impalpable. The urine generally contains a trace 
of albumin and casts may be present. If infection supervenes, pus will be 
present 2nd may be seen in large amounts unless the kidney is blocked. 

A straight x-ray may be misleading in that it may not show a large kidney 
at all, especially if the organ is dilated and does not throw a dense shadow. 
No stone will be seen and this may lull the examiner into a feeling of false 
security and suggest to him that he is not dealing with a renal lesion. The 
most valuable method of diagnosis is the intravenous pyelogram. This 
may not show any secretion at all by the affected kidney but there is often 
a delay in the excretion, lack of concentration and, as further films are taken, 
the kidney shadow will appear as a dilated pelvis and a series of dilated 
calices. It may be necessary to take films far beyond the usual time that is 
adopted in most intravenous pyelograms and the full extent of the dilatation 
may only be seen in films taken an hour, or even two hours, after the 
intravenous injection. 

If a good intravenous pyelogram is sufficient to give a diagnosis, I prefer 
not to carry out an ascending pyelogram although some workers maintain 
that this is vital for diagnosis and is also useful in determining the site of 
obstruction. A simple cystoscopy will rule out any cause of obstruction in 
the bladder and is not dangerous to the patient but it has been my unhappy 
experience on several occasions to have patients becoming sharply ill with 
an infected kidney following an ascending pyelogram even although elaborate 
precautions were taken to avoid infection. I therefore feel that, unless I wish 
to gain special information about the kidney, it is safer not to carry out an 
ascending pyelogram unless there is doubt about the diagnosis as there is 
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when the kidney does not show up at all on intravenous pyelography. 
Once the kidney becomes grossly infected it may not be possible to carry 
out a plastic repair on it whereas, if the patient has not been subjected to 
an ascending pyelogram, in some of these cases at least, it may be possible 
to preserve the kidney. 


TREATMENT 
Large hydronephroses usually require removal if the other kidney is 
healthy. Smaller ones can often be saved by plastic operations designed to 
overcome the obstruction at the uretero-pelvic junction. Many operative 
procedures have been described. Anderson and Hynes (1949), Foley (1937) 
and Stewart (1947) may be mentioned in particular as having devised 
methods which are useful in selected cases. 

The surgeon must be prepared to suit the operation to the actual con- 
dition found when the kidney is exposed. This may mean a combination of 
methods in order that various etiological factors, some primary and others 
secondary, may be rectified. Division of aberrant vessels should be avoided 
by every possible means so that good renal tissue may be preserved. Ideally, 
infection should be excluded from reaching the kidney, as it must do, when 
any form of drainage is employed but I prefer to lead a tube from the 
interior of the organ to the surface and to pass another one down the ureter 
to act as a plug and as a splint to the new outlet. The urine is thus com- 
pletely diverted from the site of plastic surgery for several weeks and there 
is no difficulty in subsequently clearing up the inevitable mild infection if 
the operation has been successful. 


SUMMARY 
Hydronephrosis is a not uncommon condition Which gives rise to typical 
renal symptoms or to vague gastro-intestinal symptoms. 

Intravenous pyelography should be carried out in preference to straight 
X-ray examination in all cases of renal pain and also in patients with un- 
diagnosed abdominal discomfort and indigestion. 

If hydronephrosis is diagnosed early and is progressive, conservative 
surgery is capable of restoring the patient to comfort and the affected 
kidney to almost normal function in an increasingly high percentage of cases. 
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Tue bladder is a comparatively common site for the formation of a tumour. 
In the five-year period, 1948-52, 8,220 cases of tumour formation were 
admitted to St. Bartholomew’s Hospital. Of these, 855 or 10.4 per cent. 
were growths of the bladder. Moreover, their incidence would appear to 
be on the increase as, according to the Registrar General’s statistical review 
of England and Wales for the year 1954, the actual number of cases reported 
as dying from cancer of the bladder had gone up from just over 1,200 in 
1944, to just over 1,800 in 1954. Of the 855 patients admitted to St. Bartholo- 
mew’s Hospital, 639 were males and 216 were females: a ratio of 3 to 1. 


ETIOLOGY 
Neoplasms of the bladder present many interesting features, especially 
in regard to their etiology and histology. The histology of individual 
growths varies considerably. The large majority are epithelial and only 
a few cases per thousand are mesothelial in origin. 

Epithelial growths.—These are of two main types: papillary and sessile. 
The papillary tumour may be benign or malignant; the sessile tumour is 
always malignant. It is highly improbable that a papillary tumour will 
spontaneously change from a benign to a malignant state and this is em- 
phasized by Wallace (1956). In a careful analysis of 1,164 cases treated at 
the Royal Marsden and St. Peter’s Hospitals between 1950 and 1955 no 
case of true spontaneous mutation was observed. On the other hand, 
incomplete destruction of a benign tumour may in some way alter the 
type of growth and a malignant change may then occur. There is no doubt, 
however, that in a bladder in which a benign growth has occurred and has 
been destroyed, further growths often form and one or more of these 
may be of a different histological grading from that of the original tumour 
and one may be malignant from its onset. These subsequent growths have 
usually been termed recurrences, but it is now considered that, at any rate in 
the majority of instances, this is an incorrect interpretation. Incomplete 
and inadequate destruction of a primary tumour may allow further growth 
to occur at the edge of the scar. If there is lack of care in preventing soiling 
of the edges of the bladder wound, implantation may occur in the scar line. 
If there is rough instrumentation or if the cystoscope is inadequately 
obturated, such as occurs in the Ringleb catheterizing instrument, then 
there may undoubtedly be trauma in the region of the bladder neck and 
prostatic urethra, and this may be followed by seedling implantation. It is 
not very common, however, to find a growth at any of these sites: indeed, 
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if it were common, the method of application of the primary treatment 
would have to be considered to be at fault. 

It is a striking feature that after complete destruction of an apparently 
benign papilloma, a fresh growth occurs in a considerable proportion of 
cases, elsewhere in the bladder and sometimes elsewhere in the urinary 
tract. In most cases this must be due to some cause other than implantation. 
Evidence has been produced to suggest that there is a substance in the 
urine which is responsible (Wallace, 1956). It has long been known that 
workers in the aniline dye industry are prone to tumours of the urinary 
tract. Bonser and her co-workers (1954) have shown that {-naphthylamine 
is a tumour-forming substance, and tumours have grown in the bladders of 


mice when this substance has been placed there experimentally. 

Boyland et al. (1954) suggested that the splitting of amino-phenol compounds 
might influence tumour formation and found that a 24-hour specimen of urine 
excreted by individuals who were known to have, or to have had, a bladder growth, 
contained an excess of glucuronidase. This enzyme will split an amino-phenol 
conjugated with glucuronide and release the tumour-forming amino-phenol. Boyland 
and Watson (1956), using a modification of the Bonser mice-bladder technique, 
have found that these metabolic amino-phenol compounds will produce bladder 
growths. 

As Wallace (1956) suggests, it may well be that recurrent papillomas of 


the urinary bladder are due to, or at any rate greatly influenced by, an 
inborn error in metabolism, in so far as an excess of glucuronidase is 
excreted. The effect of this increased excretion can be accentuated if 
there is a lower urinary-tract obstruction, and it is of interest that in Wallace’s 
series 20 per cent. of the males had obstruction at the bladder neck. It is 
thought also that the effect of the enzyme may be counteracted to some 
extent by an increased fluid intake which dilutes and washes it out. 

The only other known etiological factor in the formation of tumours of 
the urinary bladder is schistosomiasis. In Egypt it is a common precursor 
and has made the bladder one of the commonest sites of malignant disease 
in that country. 

PATHOLOGY 

Epithelial tumours always arise in the mucous membrane, and the benign 
growths remain in this layer with the villous processes protruding into the 
cavity of the bladder. Malignant tumours are also in the mucous layer at 
first but, depending upon the degree of malignancy, slowly or rapidly infiltrate 
the muscle wall, spreading deeper and wider as the growth extends to the 
outside of the bladder wall. Malignant papilliferous growths also proliferate 
into the bladder cavity, but most sessile neoplasms spread to a much 
greater extent through, and ultimately outside, the bladder. 

Histologically, a papilliferous tumour may be completely differentiated, 
well formed and benign. It may, however, be malignant and then the cells 
are more crowded together, variable in size and. the basement membrane is 
no longer intact. The sessile or solid tumour is always malignant. It may 
be fairly well differentiated and composed of recognizable transitional 
epithelium, but in the high grade of malignancy the cells are quite un- 
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differentiated or anaplastic and mitotic figures are common. Occasionally, 
a solid tumour may show areas of squamous-cell carcinoma or the histo- 
logical picture may be mainly of this form. It is much less common for 
a solid tumour to have a glandular form with cells of columnar epithelium. 

The variations in the histological formation of bladder tumours are 
numerous and most interesting (Dukes, 1955), but the exact form in an 
individual case is of much more than academic interest since certainly the 
degree of malignancy, and probably also the type of cell formation, will 
materially influence the line of treatment. Anaplastic tumours are radio- 
sensitive whereas well-differentiated tumours are not. As a rule, squamous- 
cell tumours of the bladder are not very sensitive to irradiation. 

Mesothelial growths.—A tumour arising in the mesothelial tissues of the 
bladder is extremely rare. It is the only tumour which occurs in children 
and is then a rhabdo-myosarcoma. It arises in the muscle and protrudes 
into the bladder as a polypoid mass, with numerous whiteish swellings 
resembling a bunch of grapes (Higgins, Williams and Nash, 1951). A meso- 
thelial tumour is found in adults in the proportion of less than 10 per 1000 
cases. The tumour again protrudes into the bladder as a rounded pale 
swelling with a smooth surface, and there is usually more than one such 
swelling. Histologically, these tumours are very variable and rhabdo-leo- 
myosarcoma, reticulo-endothelioma, fibro- and lympho-sarcoma have each 
been described. 

SYMPTOMATOLOGY 

Hematuria.—Blood in the urine is the presenting symptom in over go per 
cent. of bladder tumours, and neoplasm of the bladder is the cause of 60 
per cent. of all cases of hematuria. This bleeding is nearly always painless. 
It is often, but not always, profuse; in every case, if ignored, it will stop but 
will certainly start again. Painless, profuse and periodic hematuria must 
always be considered to be due to a tumour of the urinary tract until 
proved otherwise. 

Frequency of micturition.—This is not a common presenting symptom but 
does occasionally occur. A neoplasm on the trigone or at the internal urinary 
meatus may give rise to an increased desire to micturate. There is an 
uncommon type of bladder neoplasm—multiple foci carcinomatosis—with 
submucous spread and rather late muscular infiltration which gives rise to 
intractable frequency. Almost always it is thought at first to be a chronic 
cystitis but the urine is sterile, although it sometimes contains pus. The 
condition does not clear up with usual treatments for infection and, if it 
improves, quickly relapses. A biopsy reveals its malignant nature. 

Pain is usually a late manifestation. In the first two stages of spread 
it may be due to: (a) infection, often with phosphatic encrustation; (b) 
strangury; or (c) difficulty or retention of urine if the tumour is obstructing 
the internal urinary meatus. In the later stages of extravesical spread 
there may be direct involvement of nerves or erosion of the bony pelvis. 
There may also, of course, be a metastatic deposit in the bones. 
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INVESTIGATION AND ASSESSMENT OF A BLADDER TUMOUR 
This is of the utmost importance if the best possible method of control is 
to be applied to the individual case. The general physical fitness is investi- 
gated, after which atten- 
tion is concentrated 
on the urinary tract. 
Renal function is deter- 
mined and the bacterial 
content of the urine as- 
certained. 

Investigation of the 
local lesion is fourfold: 
cystoscopy, bimanual 
palpation, x-ray investi- 
gation and biopsy, and 
all four examinations 
must always be made. 


Cystoscopic examination ‘\ / * 





is of the utmost im- 

portance. The exact 

position and the size 

of the lesion within Fic. 1.—A cystoseupic chart. 

the bladder cavity can 

be fairly accurately determined, and is plotted on a cystoscopic chart 
(fig. 1). When there is more than one lesion, each must be included. The 
remainder of the bladder wall is carefully examined and special attention is 
directed to any areas where the mucous membrane appears to be abnormal. 
The tumour is carefully inspected to determine whether it is pedunculated 
or sessile: usuaily, but not always, quite an easy procedure. 

If proliferative, with well-formed, long, regular and graceful fronds, the lesion is 
probably benign. If the processes are stunted and irregular, then it is more likely 
to be malignant. If the surrounding mucous membrane is quite normal and there are 
no changes in it elsewhere, then there has been no submucous spread, but if there is 
cedema with redness and localized bullous formation, spread is likely, especially if 
the urine is sterile. Ulceration with phosphatic deposit on the growth is very sug- 
gestive of malignancy. A sessile and ulcerated tumour is certainly malignant. 

Bimanual palpation of the bladder is most important. For this, full anzs- 
thesia is essential unless in a thin patient capable of complete relaxation. 
The only exceptions to examination under an anesthetic are when the 
tumour is obviously pedunculated with a narrow pedicle and graceful 
fronds, or it is large, hard and fixed. A small benign papilloma cannot be 
felt bimanually. A large pedunculated villous growth can be felt to slip 
about between the fingers inside the bladder, when there is little doubt 
that the tumour is soft and quite mobile. A growth which begins to invade 
the muscular wall of the bladder, however, feels different. It becomes more 
obvious, is definitely palpable and firm or hard, although in the earlier 
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stages the surface felt by the finger in the rectum remains fairly smooth. 
It is mobile with the bladder but not in it. The early phase of extra-vesical 
spread may be difficult to distinguish but is suggested if the growth feels 
larger than is expected 
by the cystoscopic 
appearance. If the 
growth feels very 
much bigger than it 
appears to be on cysto- 
scopy, it may be 
arising in a diverti- 
culum. With further 
spread the growth 
increases in size and 
is ultimately tethered 
to the wall of the pelvis 
and then there is no 
doubt as to the diag- 
nosis: the tumour is 
felt as a large, irreg- 
ular, hard, fixed mass. 

X-ray examination 
is most important. An 
intravenous pyelo- 
gram should always 
be done. This will 
demonstrate whether 
or not the upper 
urinary tract is nor- 
mal. In a small num- 





Fic. 2.—A dilated left ureter from infiltration of a carci- 
noma on the left side of the bladder. 


ber of cases, a pedunculated papilloma of the bladder is accompanied by 
a papilliferous tumour of the pelvis of the kidney. It used to be considered that 
the upper lesion was the primary, but this is not always so, and it is probable 
that the bladder lesion is not so much the result of that in the kidney but is due 
to the same cause. If a growth is situated near the orifice of a ureter, dilatation 
confined to this side is usually an indication that the growth has infiltrated the 
wall of the ureter (fig. 2). This is a definite indication that the growth is malig- 
nant. Acystogram also helps in assessing the stage of spread. When a pedun- 
culated growth is almost entirely intravesical, the filling defect in the cysto- 
gram is within the lumen of the viscus (fig. 3) and the outline of the wall 
of the bladder retains its normal configuration. When spread has occurred 
into the muscle, the picture is different and especially is this so when the 
growth has infiltrated right through the muscle wall, when there is a filling 
defect in the outline of the cystogram as if a bite had been taken from it 
(fig. 4). This ‘bite deformity’ is almost pathognomonic of carcinoma and, 
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if very marked, is a bad prognostic sign, indicating that there has been 
spread beyond the confines of the bladder wall. 
A tumour involving the internal meatus may give rise to chronic retention 





Fic. 3.—A filling defect in the left side of Fic. 4.—The ‘bite’ deformity in the 
the bladder lumen from a peduncu- bladder outline from an infiltrating 
lated benign papilloma. carcinoma. 


and dilatation of both ureters (fig. 5). Such a tumour may be pedunculated 
and benign or infiltrating and malignant. A cystogram will also reveal the 
presence of an unsuspected diverticulum. If, as occasionally happens, 
a carcinoma situated entirely inside the diverticulum has been the cause 
of the bleeding (fig. 6), a well-marked filling defect in the diverticulum will 
be seen. 

Biopsy.—This is done at the time of the cystoscopic examination which 
should usually be made under full anesthesia. The specimen is obtained 
by using special biopsy forceps, such as the Lowsley or Riches model, if 
the lesion is on the wall of the bladder, or by the McCarthy resectoscope 
or cold punch if it is situated near the internal urinary meatus. If the 
lesion is obviously localized to the mucous membrane, is not too large and 
is accessible, it can be dealt with by endoscopic means there and then after 
removal of the specimen for section, without waiting for the histological 
examination. The latter will then be helpful regarding prognosis. If the 
growth is infiltrating, is inaccessible or is too large for local endoscopic 
removal, it is wiser to postpone the definite treatment until its exact histology 
has been ascertained. 

TREATMENT 
Many changes have been made in the treatment of neoplasm of the bladder 
during the last two decades. Total cystectomy had a considerable vogue 
when it was considered that, if complete surgical removal of the growth 
could be safely and expeditiously accomplished, many more cases of rela- 
tively low-grade carcinoma could be cured. It is now accepted that the 
penalties of removal of the bladder may be greater than the necessity for 
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frequent endoscopic treatment in the control of well-differentiated neo- 
plasms. On the other hand, there is a group of cases for which total cystec- 
tomy still offers much, and indeed it may be the only reasonable line of 
treatment. Treatment 
by the application of 
radioactive material 
has been greatly im- 
proved. 

Implants of radio- 
active radon seeds, 
gold seeds and tanta- 
lum wire have been 
used sufficiently often 
to have put these 
methods on a_ sure 
basis and some success 
has followed intra- 
cavitary application 
of liquid isotopes. 
General irradiation of 
the bladder with x- 
rays and from the 
cobalt bomb are suffi- 
ciently encouraging to 
suggest that when the 
super-voltage mach- 
ines and linear 





accelerators have had 


Fic. 5.—Filling defect, chronic retention and dilated upper z 
urinary tract from a large benign papilloma. proper trial (Blom- 


field, 1954), many 
patients with lesions at present beyond amelioration by surgery will be 


greatly helped. 


TREATMENT OF EPITHELIAL TUMOURS 

The treatment of an epithelial growth of the bladder is dependent upon 
two main considerations: (1) the stage of the growth, and (2) the degree of 
malignancy. It is therefore essential that as accurate as possible a clinical 
assessment of the stage or spread of the disease should be made, and this 
entails the routine investigation already described. From this a growth may 
be placed in one of four clinical stages (Dukes and Masina, 1949; Wallace, 
1956):—{1) mucosal, (2) muscular, (3) perivesical and mobile, and (4) 
perivesical and fixed (fig. 7). 

It is equally important that the degree of malignancy should be deter- 
mined and, except with a small and obviously benign tumour, a biopsy 
should always be made if at all possible. The great variety of types of 
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lesion which is possible in the bladder—in size, position, number and 
spread—and the variable histology will each affect the form and the scope 
of treatment. Furthermore, the endoscopic armamentarium and the training 
in a particular clinic as well as the 
availability of radioactive source 
material will undoubtedly influence 
the details of treatment. 

In some respects the problem in 
carcinoma of the bladder is quite 
different from that of neoplasm 
elsewhere. A_ widely accepted 
principle in the surgical treatment 
of malignant disease is that the 
more radical the extirpation in the 
early stages, the more hopeful the [= © 4 
outlook. ‘Total removal of the yr =" 
bladder, however, is averyserious  ~ og te Bag 

" : a) ap Fic. 6.—Filling defect from a carcinoma 
handicap and carries with it the to « divastioubumn,. 





risk of grave complications. It is 

necessary, for instance, to provide for the constant excretion from the 
two ureters, and few patients are reasonably comfortable if the ureters are 
brought out on the skin. Transplantation into the colon is still the most 
convenient method of dealing with them, but carries an appreciable risk 
of ascending renal infection with or without stenosis at the site of the 
anastomosis. Furthermore, there is almost always a biochemical imbalance 
which, though usually slight, in some cases may become quite severe and 
constitute an emergency. 

Isolation of a loop of ileum or of the cecum to act as a collecting reservoir, along 
with an ileostomy, has now been fairly extensively tried. The urine is collected in an 
adhesive bag and the patient can be kept reasonably comfortable and dry, but 
requires a good deal of attention. The fashioning of an ileal loop on top of total 
cystectomy is a prolonged procedure, and the operation may have to be done in two 
stages. Many surgeons feel that the patient is more comfortable and happier with a 
uretero-colic anastomosis than with a controlled fistula. 

Stage I growths.—All benign and well-differentiated stage I tumours can 
be controlled by local resection with diathermy. If the growth is not too 
large, and if it is accessible, single or multiple lesions may be eradicated 
and with a proper system of follow-up examinations, future new growths 
or ‘seedlings’ may be completely controlled endoscopically. It is important 
that proper instruments should be available. These should include: 

(1) An irrigating, properly obturated viewing cystoscope with an operating slide 
carrying an Albarran lever to deal with small lesions on the anterior wall of 
the bladder. 

(2) A McCarthy resectoscope with which all accessible growths may be removed 
completely down to the muscle layer. 

(3) A McCarthy panendoscope through which rigid electrodes can be passed and 
completely coagulate the neoplasm or base of the resected area. 

Small growths on the anterior wall may be difficult to reach but with 
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the patient in the lithotomy position, the table high and the operator’s stool 
low, they can nearly always be reached and coagulated by a flexible electrode 


passed through a cystoscope with an Albarran lever. 

The application of the electrode 
may be helped if an assistant presses 
the almost empty bladder downwards 
with a hand just above the sym- 
physis pubis. Small growths on the 
lateral wall may also be dealt with 
by the same instrument but, if the 
lesions are multiple, a rigid ball 
electrode passed along the panendo- 
scope, can deal with them more 
quickly and more efficiently. Growths 
larger than a centimetre across are 
more expeditiously resected with the 
resectoscope. Multiple growths on 
the lateral walls and around the 
internal meatus may also be effici- 
ently dealt with by this means. 

When the growth is still in 
stage I regarding spread, but 
too extensive to be removed 
endoscopically, or when there 
are too many growths for this 
to be done, the bladder should 
be opened and the tumours 
resected with a diathermy needle 
or loop under direct vision. 





Fic. 7.—Clinical sts f bladde ths : . 
Y aa, BOWS Full precautions must be taken 


1. Mucosal, : ne . 
2. enn — to avoid soiling the edges of the 
ee ee ee wound both of the bladder and 


4. Perivesical and fixed. , 
of the abdominal wall. 


A low-grade carcinoma in stage I should never be treated by irradiation. 
This will not eradicate the tumour, subsequent control by diathermy 
becomes dangerous because of the risk of perforating the bladder, and total 
cystectomy becomes inevitable. 

Stage II growths.—When there is spread into the muscle, a low-grade 
carcinoma can still be dealt with by diathermy resection provided the 
excision is carried down to normal bladder muscle wall. Milner (1954), 
who employs this method as a routine, has obtained very good results with 
it. When the growth is high grade or anaplastic, however, local resection 
is not enough and treatment will depend upon the size and accessibility of 
the tumour and whether or not it is single. A small single accessible high- 
grade growth of stage II may be dealt with by segmental cystectomy, or 
by transvesical diathermy resection and radium source implant or by 
extra-vesical implantation of radium. A small inaccessible tumour, i.e. in 
the lower third of the bladder, may be dealt with by diathermy excision 
and a radium source implant such as gold seeds or tantalum wire. A large 
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high-grade growth, which is rare in stage II, or multiple tumours one of 
which is high grade, require total cystectomy or irradiation to the bladder. 

Stage III growths.—A single low-grade tumour, if not too large and if 
accessible, is treated by segmental resection; if large, inaccessible or 
multiple, by total cystectomy. A high-grade tumour is treated either by 
extra-vesical radium, or irradiation. 

Stage IV growths.—Tumours which have spread through the bladder 
and become fixed to the pelvic wall cannot be helped by any form of surgery, 
other than occasionally by palliative transplantation of the ureters. High- 
grade anaplastic tumours may be arrested temporarily by irradiation but 
harm is probably done if a low-grade neoplasm at this stage is treated by 
irradiation. 


TREATMENT OF MESOTHELIAL TUMOURS 
In children these always give rise to obstruction at the neck of the bladder 
and probably total cystectomy is often the best means of relief. In adults 
the treatment will depend upon the histology and stage of growth. Rhabdo- 
myosarcoma, or leo-myosarcoma are not very radiosensitive and in the first 
three clinical stages, total cystectomy should be performed. Lympho- 
sarcoma and reticulo-endothelioma, on the other hand, may melt away 
under irradiation treatment and this should always be tried in the first 
instance. 
SUMMARY 

The large majority of bladder tumours are epithelial, papillary or sessile, 
and in the early stages even high-grade tumours are confined to the mucous 
membrane. Treatment depends upon the correct clinical assessment of the 
stage of spread of the tumour and upon its histological type. The stage can 
be assessed with reasonable accuracy if cystoscopy, bimanual palpation under 
full anzsthesia, and radiological examination of the bladder and upper 
urinary tract are always made. The histological type is ascertained by biopsy. 


I have to thank the photographic department of St. Bartholomew’s Hospital for 
reproducing the photographs, and Miss Wadsworth of the Institute of Urology for 
the line drawings. Fig. 4 and 6 are reproduced from my ‘Manual of Urology’, 
published by Heinemann. 
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TUMOURS OF THE TESTIS 
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Surgeon, St. Peter's, St. Paul’s and St. Philip’s Hospitals, and Central Middlesex 
Hospital; Director of Teaching and Research, Institute of Urology, University 


of London 


ScrOTAL swellings afford a subject of particular interest and concern to 
patient and practitioner alike. Whilst their unique situation is apt to occasion 
alarm or embarrassment on the part of ‘he former, their ready accessibility 
constitutes a direct challenge to the latter to demonstrate his clinical ability. 
In no instance is this more important than in the case of testicular tumours 
which, being for the greater part malignant, demand early recognition if 
subsequent treatment is to be successful. 

Although the incidence of testicular neoplasm is comparatively small 
(approximately 0.5 per cent. of malignant tumours in males) it assumes 
considerable significance when assessed in relation to its age distribution. 
Whereas most forms of malignant disease develop in middle and later life, 
tumours of the testis evince themselves at all ages but with maximum 
frequency during the third and fourth decades. If it is conceded that 
malignant processes in general tend to show greater activity in younger 
subjects it becomes easy to understand the evil reputation gained by certain 
tumours of this type. 


ETIOLOGY 

Viewed dispassionately and without regard to the clinical and therapeutic 
implications, tumours of the testis afford considerable etiological and 
pathological interest. As in other situations the claims of trauma and 
infection as predisposing agents have received full attention, although 
possibly to a disproportionate extent in this instance owing to the exposed 
position of the organ. There is little evidence indeed to suggest that either 
has any etiological significance so far as neoplastic development is con- 
cerned, although it is widely held that trauma may increase the activity 
of a pre-existing malignant focus. Instances are recorded in which rapid 
enlargement and dissemination of a tumour have followed a blow but, 
owing to the natural vulnerability of the male genitalia, it is almost impos- 
sible to confirm injury as a causative etiological factor. On the other hand, 
there are some grounds for believing that atrophy of the testis following 
injury may occasionally predispose to subsequent malignant change and 
a few cases of seminomatous development are recorded in such circum- 
stances. This raises the important problem of the relationship of structural 
abnormalities of the testis to malignancy, particularly in connexion with 
the mal-development so often associated with incomplete descent. 

Although, in clinical practice, tumours are more often observed in the 
normally descended organ, the comparative frequency of growths affecting 
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the retained or imperfectly descended testis, leaves no doubt that congenital 
arrest is a potent predisposing factor. If incompletely descended testes 
were as common as those found in the normal scrotal position, statistics 
indicate that the incidence of malignancy would be approximately seven 
times greater in the former. This figure may be qualified to some extent 
by reference to the situation of the imperfectly descended organ. Despite 
previous controversy, careful analysis now shows that the risk of tumour 
development is greatest in the abdominally retained testis and diminishes 
along the line of normal descent with closer approximation of the organ to 
the scrotum. It remains doubtful whether this predisposition to malignant 
change can be effectively reduced by orchidopexy in childhood since 
numerous cases are recorded in which tumours have later developed in 
testes which have been surgically introduced to the scrotum. Abdominal 
replacement of the incompletely descended testis is liable to a similar, or 
even greater, risk and, since it has little to commend it from other aspects, 
should never be undertaken. The frequent (and often indiscriminate) use 
of hormone injections to stimulate the development and descent of un- 
descended testicles may also carry some risk of inducing malignant change. 
It is manifestly difficult, however, to distinguish the tumour-producing 
potentialities of such treatment from those inherent in the structure of the 
immature organ, and no final conclusion can be reached on this point. 

Rare instances are recorded of a familial incidence of testicular tumours 
in which brothers and, in one case, twins have been affected. Of equal 
interest are cases in which bilateral tumours have occurred, often at different 
ages and sometimes showing dissimilar histological appearances. Such 
records are of main concern to those engaged in a study of the etiology of 
genital tumours and are sufficiently rare to merit no more than a passing 
reference at this point. 

PATHOLOGY 

The body-substance of the testis consists in the main of epithelial cells or 
spermatocytes, from which the spermatozoa are derived, together with the 
interstitial Leydig cells and the supporting cells of Sertoli. Certain minor 
elements, including blood vessels, nerve filaments, connective tissue and 
muscle, complete the structure. In a few instances, innocent growths, such 
as hemangiomas and neurofibromas, arise from these elements, whilst 
occasionally, simple tumours derived from the interstitial cells or Sertoli 
cells are encountered. The latter, though running a benign course, often 
induce endocrine disturbances and may be associated with sexual precocity 
and the development of gynzecomastia. 

The majority of testicular tumours are of epithelial origin and, as already 
emphasized, for the greater part malignant. Their main interest lies in the 
origin and potentialities of the cells of which they are composed and con- 
troversy continues over their classification. For practical purposes, however, 
it is convenient to recognize two main groups of epithelial tumours: the 
one (seminomas) comprising growths of homogenous structure composed 
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of cells of relatively uniform appearance (fig. 1); and the other (teratomas), 
commonly of variegated appearance and exhibiting marked cellular pleo- 
morphism combined with a variable degree of structural differentiation 
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Fic. 1.—Seminoma of the testis, showing homogenous appearance 


of the cut surface of the growth lying within the body of the 
testis. (By courtesy of the Institute of Urology.) 


(fig. 2). ‘To these may be added the comparatively uncommon chorio- 
epitheliomatous variant in which the association of well-vascularized 
villous-like processes, Langhans’s cells and syncytial masses resembles the 
appearance of chorion. 

Excluding the uncommon instances of benign teratoma or testicular 
dermoid, all epithelial tumours of the testis may be regarded as malignant. 
Correlation of the two main groups with the age at which they manifest 
themselves clinically serves to emphasize their pathological distinction. 
Whereas the malignant teratomatous tumours tend to predominate in 
earlier life with maximum incidence in the third decade, seminomas attain 
their peak some ten years later. The two groups of tumours are not, how- 
ever, mutually exclusive and instances are on record where both teratoma 
and seminoma have occurred together in the same testis. 

Apart from the problem presented by their histological classification, 
testicular tumours are of peculiar pathological interest in affording excep- 
tional opportunity for accurate study of the progress and mode of dis- 
semination of malignant disease. Occurring often at a comparatively early 
age, their course remains relatively unobscured by the senile changes and 
intercurrent illnesses which so often accompany malignant conditions in 
later life. On this account a true assessment of the local and general charac- 
teristics of the disease can be made from examination of surgical or post- 
mortem material, thus permitting precise conclusions to be drawn as to 
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their clinical significance. Observations in this manner indicate that the 
primary tumour generally remains confined within the coverings of the 
testis in the earlier stages of the disease and that involvement of the sur- 
rounding structures with subse- 
quent ulceration of the scrotum is 
an uncommon and late event. Local 
spread in the head and body of the 
epididymis, however, may take 
place in some instances, giving rise 
on occasions to difficulty in clinical 
diagnosis. 

Metastasis occurs first and fore- 
most by the lymphatic route 
although blood-borne secondaries, 
notably in the liver or lungs, may 
occasionally be seen, even at ar 





early stage. The degree of metastatic 
spread bears no relation to the size 
of the primary growth and cases 
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been reported in which the initial a 





focus has remained so small as to 


defy clinical recognition. Accurate Fic. 2.—Teratoma of the testis, showing 
. variegated appearance of the cut surface 


definition of the primary lymphatic of the growth with cystic speces, 

spread to the para-aortic glands structural differentiation and areas of 

has afforded valuable information hemorrhage. (By courtesy of the Insti- 
tute of Urology.) 


with regard to the planning of 
radiotherapy and, at the same time, has caused some discouragement to 
the dwindling band of protagonists of radical surgery. 


CLINICAL MANIFESTATIONS 

It is well known that epithelial tumours of the testis display a wide range of 
malignant activity. All gradations may be encountered between the so-called 
‘hurricane’ type of growth, which pursues its relentless course in a matter 
of weeks, and tumours which, by reason of their slow development or 
latency, gradually evolve over a period of years. It is not unusual for the 
latter type to display a sudden outburst of activity following trauma, with 
rapid increase in size and widespread metastatic dissemination. 

In general, most cases present in the first instance with a swelling in the 
scrotum which may be either painless or painful, depending upon the 
activity of the growth. Less frequently, attention is drawn to a previously 
undetected tumour by the discovery of metastatic deposits in the abdomen, 
lungs or elsewhere. Occasionally the primary growth may altogether defy 
detection, in which case its presence can only be surmised from the clinical 
characteristics of the case or from the histological features observed at 
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biopsy of the secondary deposits. Malignant disease complicating cryptor- 
chidism presents a particular problem in that the primary tumour may 
remain concealed until an advanced stage of the disease is reached. Occasion- 
ally, sudden death from secondary involvement of vital organs such as the 
heart or brain may take place in the absence of any preceding symptomatic 
evidence of the disease. A similar outcome has also been recorded in a few 
instances following the previous removal of a primary testicular growth. 


DIAGNOSIS 

The chief clinical interest attaching to testicular tumours lies in their 
differentiation from other swellings affecting the testis and epididymis and 
their coverings. That this is not always a straightforward matter is exempli- 
fied by the difficulty often experienced by candidates and examiners alike 
when confronted by the actual specimens during the course of an examina- 
tion in pathology. Certain features, however, have been outlined from time 
to time which are regarded as characteristic of a tumour. In the first place, 
the growth arising within the testicular substance tends to remain confined 
within the tunica albuginea and, despite causing generalized enlargement, 
usually preserves the shape of the testicle. Gradual enlargement may be 
associated with little pain or tenderness and gives rise merely to a sensation 
of heaviness accompanied in some cases by diminution of sensitivity. 
Dragging discomfort in the groin, however, may sometimes be experienced 
with sizeable tumours. On the other hand, if rapid enlargement occurs, 
either from increased neoplastic activity or from spontaneous haemorrhage 
within the growth, pain is liable to be severe and the overlying scrotal skin 
may become reddened so as to suggest the presence of an inflammatory 
lesion or torsion. The differential diagnosis from infective conditions is 
rendered even more difficult when the growth invades the epididymis and 
may be further obscured by fluctuations in the size of the swelling. Indeed 
this type of tumour with its plausible simulation of an inflammatory process 
has, especially in cases with a previous history of genital infection, become 
a well-recognized cause of delay in diagnosis. 

With regard to changes in the adjacent tissues, the occurrence of hydrocele 
is uncommon when compared with its frequent association with inflam- 
matory states, whilst extension of the growth to involve the scrotal skin is 
a decidedly rare and late event. 

It is thus evident that the diagnosis of the primary tumour often involves 
the distinction from subacute and chronic infections of the testis and 
epididymis. The latter may be either tuberculous, gummatous or non- 
specific in nature. In tuberculosis the main brunt of the infective process 
falls upon the epididymis which can usually be recognized as a firm craggy 
structure lying apart from the more normal testicular body. In more 
extensive disease the tuberculous process may spread to the testis proper, 
without necessarily involving the scrotal skin, and give rise to an indeter- 
minate mass which may closely resemble a tumour. The history, in con- 
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junction with examination of the urine and semen for bacilli, may assist in 
the differential diagnosis, although it is probable that, in any case, the 
grossly affected organ is better removed. Gummatous involvement of the 
testis is nowadays fortunately rare, since this condition may so closely 
simulate a tumour as to render clinical distinction impossible. Nevertheless, 
the Wassermann reaction should always be carried out and, in cases giving 
a positive result, deferment of orchidectomy may be justified pending 
observations of the response to anti-syphilitic treatment. 

At the present time the greatest difficulty lies in the differentiation of 
the pseudo-inflammatory type of tumour from chronic and subacute non- 
specific infective processes which are nowadays relatively common. The 
association of vesiculitis and infection of the urine favours the latter but, 
in the absence of any specific bacteriological or serological test, it is mani- 
festly unwise to continue with antibiotic therapy and defer exploration too 
long in the hope that resolution will occur. It cannot be too strongly em- 
phasized that any doubtful swelling which appears to involve the testis 
should be regarded potentially as a growth and dealt with accordingly. 

Apart from the infective conditions, a distinction may have to be made 
on occasions from hzmatocele following trauma and from torsion. In the 
former, differentiation may be straightforward, as when the condition 
follows aspiration of a hydrocele, since sizeable collections of fluid demand- 
ing evacuation are unlikely to have been associated with a tumour. In other 
types of trauma, however, it is prudent to establish that the testis was 
previously normal and to remember the potential stimulating effect which 
may be induced by injury on a pre-existing latent growth. In acute malig- 
nancy simulating torsion the exquisite tenderness of the part may preclude 
accurate diagnosis, but this is of little moment since either condition 
demands urgent exploration and the distinction should be evident when 
the organ is exposed. 

TREATMENT 
Of one thing there can be little doubt: that, except in cases already moribund 
from the disease, immediate orchidectomy is indicated in all cases carrying 
a presumptive diagnosis of testicular tumour. Ablation is performed not 
merely with a view to eradicating the disease (if this still happens to be 
confined to the primary site) but also with the object of affording relief 
from the suffering and encumbrance of an enlarged testicle. Rather more 
controversial, however, has been the question as to whether the operation 
should be extended so as to secure the removal of the lymphatic field 
draining the testicle, or whether any extension of the disease is better 
treated by radiotherapy. With the development of radiotherapeutic tech- 
niques in recent years this problem has now been largely resolved since 
accumulated statistics show that the results of simple orchidectomy, 
combined with subsequent irradiation of the abdominal lymphatic network, 
have become vastly superior to those of radical surgery. Surgical treatment 
should therefore be confined to removal of the testis, epididymis and 
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spermatic cord up to the internal inguinal ring, supplemented, in due 
course, by appropriate radiotherapy directed towards the sites of actual or 
potential metastases in the iliac and para-aortic lymph nodes. The scope 
of surgical treatment nowadays has thus been reduced, in the words of 
a distinguished exponent, to the performance of a simple mundane surgical 
exercise akin to that carried out with consummate skill and dexterity by 
veterinary surgeons. On the other hand, the part played by postoperative 
radiotherapy is now of literally vital importance and there can be no doubt 
from available records that the results, in terms of survival, compare more 
than favourably with those of extended surgery. 

The position can perhaps be best appreciated by an analysis of the five- 
year survival rates following different forms of treatment. Taking into 
account all types of malignant testicular tumours, less than 10 per cent. 
survive five years after simple orchidectomy alone. If this operation is 
augmented by radical removal of the abdominal lymph nodes ‘the figure 
may rise to 20 per cent., which still remains below the average of 30 per 
cent. obtained by irradiation alone without recourse to surgery. On the 
other hand, recent statistics from well-known radiotherapy centres indicate 
that when simple orchidectomy is supplemented by postoperative irradiation 
a five-year survival rate of at least 50 per cent. may now be confidently 
expected. It seems likely indeed that, with the availability of new apparatus 
and techniques, these figures may be substantially exceeded. Detailed 
consideration of the results, however, gives no ground for complacency 
since, when analysis is undertaken, it transpires that the general prognosis 
in teratomatous tumours is only about half as good as in the case of semi- 
nomas. This is particularly unfortunate since the former usually occur 
in men of younger age in whom the need for controlling the disease would 
seem most evident. In such cases it may well be that more radical surgery 
combined with irradiation will ultimately offer better prospects, but in- 
sufficient information is at present available to support this view. Another 
obvious factor affecting the prognosis is the presence of detectable metastases 
at the time of starting treatment. Little distinction can be made between 
teratomas and seminomas in this respect, but in either case the survival rates 
are considerably reduced. 

SUMMARY 

From these statistical observations it may be concluded that with standard 
methods of treatment, the prognosis of uncomplicated seminomatous 
tumours in older men is reasonably satisfactory, whereas in the case of 
teratomas, especially when metastasis has already occurred, the outlook 
remains unquestionably poor. It cannot be too strongly emphasized that 
the presence of metastases affects the issue most adversely and that all 
doubtful swellings of the testis, particularly in younger men, should be 
given the most urgent consideration with a view to immediate exploration 
before dissemination can take place. 
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By J. G. YATES-BELL, M.B., F.R.C.S. 
Urological Surgeon, King’s College Hospital 


Tue majority of hydrcceles seen in general practice are of the primary 
type occurring in older patients, and the excess fluid is contained in the 
tunica vaginalis. The treatment of these usually and rightly is carried out 
by the family doctor. Nevertheless, certain difficulties may occur and a 
simple classification is necessary. 


CLASSIFICATION 

Primary hydrocele is often said to be idiopathic and even now little is 
known about the cause except that it is an imbalance between secretion 
and reabsorption. It is usually met with in men over 50, and with increasing 
frequency in advancing years. Tiny infants, however, may alarm their 
parents with scrotal swellings of considerable size. These are probably 
associated with no disease (apart from occasional inguinal hernia, which 
must be excluded) and they always subside in a few months, the only 
treatment necessary being reassurance of the anxious family. 

Secondary hydrocele may result from associated : 

(1) Infection (a) Pyogenic infection 
(b) ‘Tuberculosis 

(2) Obstruction (a) Carcinoma 
(b) Thrombosis 
(c) Filarial fibrosis. 

Secondary hydrocele may be suspected from a history and manifestations 
of the underlying cause, e.g. a history of previous tuberculosis, pyuria, 
pyrexia. A full clinical examination is necessary and every effort must be 
made to establish an accurate diagnosis. This will often involve tapping and 
removal of the hydrocele fluid to allow full examination of the testis, 
epididymis and cord; the fluid at aspiration is received into a sterile vessel 
so that it may be sent for culture if necessary. 


SYMPTOMS AND DIAGNOSIS 
The patient may complain of swelling; usually the only symptom. In 
addition there may be some vague discomfort, and in very large hydroceles 
there may be excoriation of the skin by friction of clothing and the inability 
ef the patient to project the urinary stream away from the swelling. 

On examination, with the patient recumbent, the scrotal swelling and 
the state of the covering skin are inspected. The swelling may be of such 
a size that the penis is lost in it. Palpation with both hands must be very 
gentle at first to gain the patient’s confidence; the swelling is allowed to 
rest on the palm of the left hand, its weight and the existence of any heat 
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are noted, and the upper limit of the swelling is determined. This whole 
examination is made much easier by keeping the penis and healthy half of 
the scrotum out of the way, by the thumb in the case of a left hydrocele 
(fig. 1) and by the dorsum of the fingers in the case of a right hydrocele 
(fig. 2). The presence of fluctuation and any irregularity suggesting locula- 
tion are noted, and an attempt is made to identify the testis (this may well 
be left to the patient who can often locate it himself without discomfort). 
There is no impulse on coughing. 

The palm of the left hand is gradually closed to thin the scrotal skin 
until the swelling is quite tense, when the diagnostically essential trans- 
illumination may take place, without ridiculous and ferret-like recourse 
to hiding under blankets. Satisfactory transillumination is necessary not 
only for diagnosis, but also for selection of a suitable site for tapping, 
away from the testis and between superficial blood vessels. It is also impor- 
tant as fluctuation may be misleading: a testicular neoplasm may sometimes 
feel quite fluctuant, soft and smooth, but will not be translucent. 

Transillumination inefficiently carried out will lead to erroneous diagnosis. 
It is essential not to hurt the patient and yet the skin must be tightly 
stretched. A somewhat darkened room is helpful and as a source of light 
a small pen torch is quite satisfactory. Some prefer to look for translucency 
down a metal cylinder held over the swelling. 


DIFFERENTIAL DIAGNOSIS 
Hernia extends into the inguinal canal and it is not possible to reach the 
upper limit of the swelling; it may be reducible but, if not, will not be 
translucent. The testis will be at the lowest part of the scrotum except in 
cases of incomplete descent. The expansile impulse on coughing clinches 
the diagnosis. 

Varicocele may present varices large enough to be misleading at first. 
There is no translucency and there is a thrill on coughing. The condition 
is aggravated when the patient is examined standing. 

Testicular neoplasm and hematocele both tend to feel heavy, both may feel 
fluctuant but neither is translucent and therefore should not be tapped in 
general practice. | have known several neoplasms tapped in mistake for 
hzmatoceles, leading to extension of the growth along the tapping track. 

Spermatocele presents as a fluctuant translucent swelling, often multi- 
locular. It usually arises from the upper pole of the epididymis and in time 
the swelling comes to lie above the testis; an important point when tapping 
is undertaken. The fluid is white, opalescent and quite different from the 
clear yellow albuminous fluid of a hydrocele. 

Encysted hydrocele of the cord, or funicular hydrocele, is situated above 
the testis, usually with a gap between the testis and hydrocele. If it arises 
lower in the cord it may be impossible to diagnose from a spermatocele 
but the nature of the contents will quickly settle any doubt. Spermatocele 
fluid is white and opalescent, hydrocele fluid clear yellow, 
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TREATMENT 
No treatment is required for hydrocele in (a) small infants, in whom skin 
hygiene and reassurance of the parents should suffice, in (b) elderly or 
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Fic. 1 Fic. 2 





Fic. 1.—Method of holding scrotum when examining a left-sided hydrocele 
Fic. 2.—Method of holding scrotum when examining a right-sided hydrocele. 


infirm patients when only the swelling causes alarm and other symptoms 
are absent. The patient may be reassured as to the innocent nature of a 
small hydrocele which does not cause inconvenience by its size. 

Tapping plays so large and important a part in the management of 
hydrocele that it will be discussed in full. For complete diagnosis it is 
necessary to distinguish between primary and secondary hydrocele. After 
the sac has been drained, a careful examination of the testis and epididymis 
is made to exclude conditions such as tuberculosis and neoplasm. The 
fluid itself should be examined and measured for comparison with any 
future specimens. If infection is suspected, full clinical examination, 
including rectal examination and urine culture, must be made to locate 
the source. If testicular neoplasm is suspected, examination of the abdomen 
for metastases and an x-ray of the chest will be necessary. In addition to the 
value in diagnosis, tapping is worth trying once in most cases therapeutically 
as, in a few instances, the hydrocele does not refill, the balance between 
secretion and reabsorption having adjusted itself. The rate of reaccumulation 
of the fluid is of importance in deciding on future treatment; obviously, 
in an elderly or enfeebled patient a tapping three or four times a year is 
preferable to more extensive surgical procedures. 

Radical cure by operation, however, will be preferred for fit patients 
from 20 to 60 years of age, or even in older patients when the refill of the 


hydrocele becomes too rapid. 


METHOD OF TAPPING 
Anasthetic.—Many practitioners prefer, and many patients request, a local 
anesthetic. The skin may be cleaned with spirit and a small intradermal 
weal raised with 1 per cent. procaine, or one’s favourite local anzsthetic, 
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and the tapping carried out through this weal. In my opinion this is quite 
unnecessary when the tapping is carried out efficiently and a number o or 
number 1 trocar and cannula is used. Even a satisfactory local anaesthetic 
involves two pricks 
instead of one with 
efficient tapping. A 
lumbar puncture or 
an aspirating needle 
may suffice if a proper 
cannula is not avail- 
able. 

Apparatus requir- 
ed.—No. 1 trocar and 
cannula sterilized by 
boiling or autoclave. 
Fountain pen torch. 
Spirit and swab for 
the skin. Receiver for 
Fic. 3—Method of holding trocar and cannula when hydrocele fluid. 

Sgping 6 hytmere. ’ Position.—The pa- 





tient should remove 
all clothing below the waist and have the shirt securely rolled up. If an 
assistant is not available to hold the receiver and the like, the patient him- 
self must help, as three hands are needed. The patient should stand with 
the feet slightly apart and the buttocks against the consulting room couch. 
All necessary apparatus should be assembled within easy reach. 

The scrotum is held, as described earlier, in the palm of the left hand 
(fig. 1, 2) and the pressure increased until the swelling is tense. This left 
hand will retain its grip and keep up the tension until the hydrocele is 
emptied. By transillumination an appropriate site for tapping is selected 
fairly low in the cyst but well away from the testis, and between superficial 
vessels. The torch and a receiver are given to the assistant or patient to 
hold. The skin is cleaned with spirit. 

The assembled trocar and cannula are grasped in the right hand with 
the index finger along the shaft to act as a shoulder to prevent too great 
a penetration (fig. 3). Warning the patient of the impending slight prick, 
the trocar with its cannula is firmly introduced through the transilluminated 
tensed swelling. A jab should not be made from a distance. The trocar is 
carefully removed leaving the cannula in situ and the assistant catches the 
escaping fluid in the receiver. Tension is maintained by the left hand until 
all fluid is drained away, when the cannula is removed and the puncture 
again dabbed with spirit. Collodion should not be used on the scrot:im. 

After tapping, the scrotal contents are carefully examined to exclude 
any underlying pathological lesion. 

Disadvantages of tapping.—{1) The risk of bleeding is slight, but may 
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occur in spite of care in avoiding obvious vessels. A large hematoma, if 
still fluid, may be tapped, but usually there is sufficient clot to prevent 
satisfactory evacuation and open operation will be required. A small 
hzmatoma will be treated by rest in bed at first, suspensory bandage, and 
antibiotics to prevent infection. It is sometimes a blessing in disguise, as 
in the process of organization the hydrocele may undergo spontaneous cure. 

(2) Infection may be introduced in spite of all precautions, but usually 
responds to modern chemotherapy and antibiotics: again a spontaneous 
cure may result by obliteration of the cavity. 

(3) Loculation in the sac may occur, necessitating two or more punctures, 
whilst thickening of the sac wall may lead to quite considerable pressure 
being needed to introduce the trocar which of itself is most uncomfortable 
for the patient. 

(4) If the testicle is accidentally punctured, the patient should be re- 
assured, given adequate sedation and one mega unit of penicillin, and sent 
to bed for twenty-four hours. 

Injection of sclerosing fluids has on the whole passed into disfavour in 
view of the pain involved, and the possibility of loculation resulting. 


RADICAL CURE 
Radical cure by operation is recommended for: 

(1) The younger group of patients. 

(2) Rapid refilling after tapping in fit older patients. 

(3) Associated conditions, such as hernia, which also require operation. 

(4) Complications such as haematoma. 

The operation consists merely in turning the sac inside out and excising 
redundant tissue. A scrotal incision is usually favoured nowadays. Great 
care must be directed to maintain hemostasis, and in cases of doubt a small 
drainage tube should be left in for forty-eight hours. Most patients are 


home in seven days. 


SUMMARY 

The days have gone when hydroceles might be large enough to necessitate 
the owner employing a wheelbarrow to assist in transport. The occurrence 
of the condition, however, is still sufficiently common to warrant careful 
attention by the practitioner and much credit will be accorded to him when 
painless relief is afforded. Similarly, a slight error, due maybe to inadequate 
transillumination, may lead to painful complications and application by the 
victim for transfer to another doctor. 











INJURIES TO KIDNEYS, BLADDER 
AND URETHRA 


By ASHTON MILLER, M.D., F.R.C.S. 


Consultant Urologist, United Bristol Hospitals; Lecturer in Urology, University of 
Bristol 


THE importance of injuries to the urinary tract lies not so much in their 
frequency as in their far-reaching and lethal results if they are overlooked 
or neglected. 


INJURIES TO THE KIDNEYS 

Incidence and mechanism.—One in approximately every 1,500 emergency 
admissions to hospital is a patient with a ruptured kidney, and usually it 
is a child or a young adult who is involved. Sporting activities, particularly 
rugby football, are often responsible, but severe blows in the loin occurring 
in car accidents and falls on to projecting edges can produce the same 
result. The sex incidence, nine males to every female, reflects the origin 
of the accident in the more dangerous sports. 

The mechanism is debatable, but it seems likely that the ‘floating’ 12th 
rib is forcibly rotated so that it compresses the kidney against the sides of 
the bodies of the upper lumbar vertebrae. The effect on the kidney may be 
anything from a superficial contusion to a severe incising blow that divides 
the kidney into two separate pieces, so that in the former case the patient 
may show no sign except transient hematuria whilst in the latter there is 
increasing shock associated with the development of a tender mass in the 
loin due to perirenal hemorrhage. I: is interesting that associated injuries 
to other viscera are unusual unless the direction of the violence involves 
other regions besides the true loin, and that in the first three decades of 
life associated fracture of the lower ribs is unusual, presumably owing to 
their greater mobility and elasticity in youth. 

Diagnosis.—Bruising in the loin is rarely seen and the only sign may be 
rigidity of the abdominal muscles on the affected side, but sometimes 
a mass is vaguely palpable in place of the kidney. Hamaturia is the sign 
which always confirms the diagnosis. 


MANAGEMENT OF INJURIES TO THE KIDNEYS 

Unless there is an open wound in the loin, which is very unusual in civilian 
practice, there is so rarely necessity for surgical exploration that it can be 
truly said that observation in hospital is the treatment of choice. During 
the last six years, 14 cases of ruptured kidneys were admitted to the Bristol 
Royal Infirmary and only one required operation, a proportion which 
probably gives a fair idea of the incidence of very severe damage. In this one 
case, a boy aged 16 received a heavy wet football in the loin with such 
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force that his kidney was divided into an upper third and a lower two- 
thirds. Excepting therefore the occasional case in which operation must 
be performed in order to save a life in danger from haemorrhage, the great 
majority will recover if kept quiet in bed with adequate sedation. Blood 
transfusion is not necessary unless removal of the kidney is decided upon, 
in which case it is wise to start transfusion before the operation and run it 
at a suitable speed throughout the time in the theatre. 

It is important that a record of the pulse rate and blood pressure be kept 
each half hour by the nursing staff because this injury serves, like rupture of 
the spleen, to illustrate what happens when a patient has a reactionary 
hamorrhage. The initial shock passes off with the warmth of bed and the 
action of morphine, and the blood pressure slowly rises as the pulse slows 
down; then, often quite suddenly, bleeding stats again. It cannot be seen 
or felt either by the patient or those by his bed and the only indication is 
the rise in the pulse rate and the fall in blood pressure which accompany 
a change from composure to restlessness. This change may indicate explora- 
tion, so it is important that vigilance should be sharp during the first 
thirty-six hours. Because there is this possibility of the need for removal 
of the injured kidney, it is desirable that the condition of the other kidney 
should be known as soon as possible. The intravenous pyelogram is un- 
doubtedly the best way of achieving this and should be done as soon as the 
patient’s blood pressure has recovered to something near normal and he 
can be moved to the x-ray department; a portable x-ray set is seldom 
powerful enough to produce an adequate picture. All that is necessary is 
for it to be known that the other kidney exists and can support life, for 
a kidney is solitary in one out of every 800 people and has a fellow unequal 
to the task of supporting life equally frequently. It is probable, too, that 
a solitary kidney is more liable to severe injury than a normal one, simply 
because it is bigger. 

The usual course, however, is a smooth recovery with hematuria lasting 
about a week and the loin mass diminishing in about three weeks. If the 
haematoma is large, blood may still be seen in the urine in the third week 
and the patient’s hemoglobin level may be found to have fallen to 50 per 
cent. at this stage. The pyrexia associated with the absorption of any 
hzmatoma may be a marked feature. 

Late results—Good recovery of function is the rule, so that pyelo- 
nephritis and calculus formation never occur unless the ureter has been 
injured, which is exceedingly rare in non-penetrating injuries, and unilateral 
renal hypertension, although it would seem to be an understandable 
possibility, is also not a significant risk of allowing a damaged kidney to 
heal spontaneously. The loss of a certain amount of secreting tissue owing 
to scarring does not, of course, matter very much because life is possible 
with about one-third of the normal kidney tissue present. As the blood 
supply of a kidney is a system of end-arteries, nephrons adjacent to those 
damaged can remain quite unaffected. 
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INJURIES TO THE BLADDER 

Incidence and mechanism.—A rupture occurs most often as a complication 
of a fractured pelvis and is caused by the sharp end of a fragment of pubic 
ramus penetrating the distended bladder: 15 per cent. of pelvic fractures 
are accompanied by perforation of the bladder (McCague and Semans, 
1944), and of these injuries, three-quarters are extraperitoneal and one- 
quarter intraperitoneal. In addition to direct penetrating injuries and blows 
on the lower abdomen, another cause has appeared in the last twenty-five 
years which must be included in any survey of the subject. This is pene- 
tration of the bladder wall as a result of transurethral surgical operations, 
which have become more common and involve the use of diathermy cutting 
and coagulating effects which may occasionally open the bladder or bladder 
neck with exposure of perivesical tissues: recognition at the time should be 
possible and no harm results if immediate action is taken. The danger lies 
in the bladder perforation which is missed—a generaligation which applies 
to the injury however caused. 

Diagnosis.—The diagnosis can be clear in some cases because the com- 
bination of the site of injury, the existence of a fracture in the immediate 
neighbourhood, lower abdominal pain and inability to pass urine forces 
attention upon the bladder. Lower abdominal rigidity with or without the 
signs of peritoneal involvement, especially absent bowel sounds, increases 
the suspicion, so that surgical attention is obviously necessary. Such a case 
is classical but unfortunately it is not usual and one can be faced with 
a patient in whom it is not possible to do more than recognize that a rupture 
of the bladder is a possibility. 

When the injury to the bladder is in the anterior half as, for example, 
when it is caused by a fragment of bone, it is usually extraperitoneal and 
the immediate result is extravasation of urine into the pelvic cellular tissue 
which produces a chemical inflammatory response. A superimposed coliform 
infection is inevitable, whether or not the urine was infected at the time 
of injury, and it is only a matter of hours until the patient is severely ill 
with an acute pelvic cellulitis. Inevitably there are profound disturbances 
resulting from dehydration complicated by the loss of electrolytes into the 
inflammatory exudate and into a bowel now developing an ileus. Bilateral 
pyelonephritis is followed quickly by death from renal failure. This train 
of events, once started, is extremely difficult to stop and it will be found 
that too long delayed surgical drainage, even though combined with 
antibiotics, will usually be useless. 

How is it possible then, to recognize the minor injury to the bladder? 
It has been suggested that a cystogram should be done, using a solution 
such as diodone injected into the bladder through a catheter. Whilst excellent 
pictures can be obtained of larger rents in the bladder wall, the method 
tends to fail with the smaller ones because the diodone will not pass out 
in sufficient volume to be recognizable with certainty on the film. Again, 
irrigation of the bladder through a catheter with a known volume of sterile 
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solution to see if some escapes can fail for the same reason. Cystoscopy has 
been advocated but in practice is even more liable to error than the other 
methods just mentioned. 


MANAGEMENT OF BLADDER INJURIES 

It is better to realize therefore that it is not possible to prove or disprove 
the existence of a bladder injury in some cases and, bearing in mind the 
possible lethal consequences of making a mistake, that it is safer to explore 
the bladder if in doubt. Ideally, if any suspicion exists, the patient should 
be taken to the operating theatre and a catheter passed with all aseptic 
precautions; if blood-stained urine is obtained exploration should be 
performed. It has been abundantly proved that it is possible to run 
fluid into a ruptured bladder and see the same quantity run out again 
through the catheter and that the presence of blood in the urine in the 
bladder at the time of catheterization, though a fairly certain sign, is not 
absolute. There must therefore remain the occasional case in which less 
harm will result from a rapid suprapubic exploration than from taking 
a chance. 

The introduction of an indwelling catheter has also been shown to 
provide insufficient security in these doubtful cases: the need is for drainage 
of the perivesical tissues and suture of the rent in the bladder, and a catheter 
can accomplish neither. Indeed, it is a menace because its presence appears 
to accelerate the appearance and spread of infection. The argument that 
drainage involves exposure and possible infection of the haematoma around 
any fracture that is present has not in my experience been supported by 
the occurrence of any consequences such as delayed union or osteomyelitis. 
On the contrary, the opportunity can be taken to reduce the fracture and 
to remove any loose fragments of bone, for an intact pubis is not essential 
for adequate stability of the pelvis. 

Late results.—Provided the rupture of the bladder is closed with adequate 
drainage within six hours of the injury the results are extremely good but 
with every succeeding hour of delay the results become progressively and 
rapidly worse. Feigal and Polzak (1946) reported a mortality rate of 11 per 
cent. if the patient was operated upon within the first twenty-four hours, 
rising to 55 per cent. after this time. 


INJURIES TO THE URETHRA 
Incidence and mechanism.—Crash injuries of the bony pelvis can also 
produce rupture of the urethra just above the pelvic diaphragm. McCague 
and Semans (1944) reported 780 patients with fractures of the pelvis which 
were complicated by 22 injuries to the bladder and 111 to the urethra. 
The breaking of the pubic rami produces distortion of the pelvic diaphragm 
and rupture of the pubo-prostatic ligaments. The muscles between the 
layers of the diaphragm are torn so that the urethra is divided at the site of 
its passage through them. If the division of the urethra is complete or 
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nearly complete, the bladder and prostate ride upwards with separation 
of the ends by as much as 3 cm. 

In front of the pelvic diaphragm the anterior urethra can be directly 
injured by contusion of the perineum as a result of falls astride gates and 
chair-backs, a mechanism which can produce an injury to the short female 
urethra in the same way. It must not be forgotten, also, that in the urethra 
as well as the bladder instrumentation is a frequent cause of injury to an 
extent that, if one takes into consideration all ‘false passages’ produced by 
the hopeful passage of sounds and catheters, it probably represents the 
most frequent cause. 

Diagnosis.—In the case of an injury complicating a fracture of the pelvis, 
the patient is almost always completely unable to pass urine and feels 
a desire to void if his bladder is distended. This distended bladder may not 
always be palpable owing to overlying muscular rigidity and suprapubic 
haematoma. On rectal examination a boggy mass of blood clot can be felt 
at the normal site of the prostate. This finding on rectal examination is 
classical and important if it exists, but it depends for its presence upon 
considerable separation of the divided ends of urethra by the upward 
displacement of the prostate. This is unusual because in most cases the 
urethral mucosa is not completely torn across, so that a more useful result 
of rectal examination is an appreciation of the amount of displacement of 
the fragments of the fractured pelvis. In one recent case my examining 
finger encountered within the rectum the sharp end of a fractured inferior 
pubic ramus, which made the need for reduction of the fracture as obvious 
as the need for an immediate colostomy. 

Diagnosis is usually confirmed by the passage of a catheter under anzs- 
thesia in the operating theatre, for if there is any significant rupture of the 
urethral mucosa, the tip of the catheter will be held up or will pass into 
the retropubic space and only blood will appear from the lumen. 


MANAGEMENT OF URETHRAL INJURIES 

Urologists are not unanimous about what should be done next, for there 
is a school of thought which favours immediate exploration of the divided 
urethral ends so that they can be sutured over a catheter. I have been 
disappointed in this method, especially in children, because the hematoma 
makes vision inadequate. Both for this reason, and also because of the bony 
displacement, suture cannot be exact. In my experience it is better to con- 
centrate upon reducing the risk to life as much as possible by performing 
a suprapubic cystostomy in order to drain urine from the bladder and 
keep it away from the site of injury. The recent introduction of latex and 
plastic catheters makes it possible to combine the cystostomy with the use 
of an intra-urethral splint which is not as irritant to the urethral mucosa 
as were the old red rubber catheters. Moreover the inflated balloon of the 
Foley catheter can be used to help to approximate the divided ends of the 
urethra by drawing downwards the prostate and bladder. 
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In the case of the anterior urethra, the diagnosis is usually more obvious 
because of bruising in the perineum and blood appearing at the external 
urinary meatus. In all but the most insignificant injuries, there is the same 
inability to pass urine. The principles of treatment are similar because 
it is essential to perform suprapubic cystostomy to divert the urine from 
the site of injury and in the more severe ruptures it is an advantage to 
repair the damaged urethra via the perineum, although expert opinion 
differs as to whether this is better done immediately or after the lapse of 
two or three weeks. It is probable that delayed exploration and suture 
produce a superior result in the case of the anterior urethra. 

Late results.—-The development of scar tissue combines with persisting 
bony distortion to produce a stricture of the urethra at the site of injury 
and periodic instrumentation seems to be an inevitable price that the patient 
must pay for survival with reasonable micturition. In some cases it is 
possible to reduce the frequency of this dilatation to once in every six 
months, or even once a year, and in a few lucky cases it is possible to 
dispense with it altogether. Another unfortunate permanent result is that 
many patients are either impotent as a result of disturbance of the vascular 
mechanism of erection, or, if potent, sterile due to injury to the seminal 
colliculus and blockage of the ejaculatory ducts. This has obvious medico- 
legal implications and is of importance when giving a prognosis. 

Altogether, rupture of the urethra, although it does not carry with it 
quite the immediate danger to life associated with injuries higher up the 
urinary tract, is to be regarded as a more serious cause of permanent 
disability. 

SUMMARY 
Rupture of the kidney.—A possible explanation of the mechanism of this 
injury is put forward and the rarity of its treatment by surgical removal of 
the kidney is stressed. The prognosis is shown to be good in the great 
majority of patients. 

Rupture of the bladder.—The difficulty of diagnosis of minor cases is 
considered and emphasis placed upon the need to safeguard the patient’s 
life if there is any suspicion of injury to the bladder. 

Rupture of the urethra.—The question of diagnosis is considered and 
differing views about treatment are described: the permanent nature of 
the disability is stressed. 
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THE CLINICAL VALUE OF 
PAPER ELECTROPHORESIS OF THE 
SERUM PROTEINS 


By H. G. PENMAN, M.B., M.R.C.P. 
From The Department of Chemical Pathology, St. Thomas's Hospital 


A GROWING awareness that protein abnormalities demonstrable by electro- 
phoresis are found in many pathological sera has resulted in an increasing 
number of requests for this investigation in a wide range of diseases. Further, 
it seems that enthusiasm for a display of colour in the case records is liable 
to take the place of serious thought as to precisely what information can be 
gained from serum paper electrophoresis. For these reasons, it appears that 
the time is ripe for a review of past experience with the method, in order to 
define the circumstances in which it may be of value and to point out its 
limitations. 
HISTORY 

Electrophoresis means the migration of charged particles between electrodes. 
At and above a pH a little to the alkaline side of neutrality, serum protein 
molecules bear a net negative charge, and therefore move towards the anode. 
The distance travelled in a given time depends upon both their molecular 
weights and their electrical charges. If the serum at the start of electro- 
phoresis is confined to a limited space, the proteins can be observed to 
migrate out towards the anode in fairly well-defined fractions. The albumin 
moves farthest as one fraction, but the globulins are separated, as runners 
in a race, and move as four fractions known as «,, x, / and y globulins (in 
order of decreasing mobility). 

In the classical method of electrophoresis (Tiselius, 1930, 1937), move- 
ment of the protein in solution is followed by observing the change in 
refractive index. Much work has been done in modifying the method, but the 
apparatus remains elaborate, and skill is required in its operation. 

The more recent introduction abroad of paper electrophoresis, later 
described in this country by Flynn and de Mayo (1951), has now provided a 
method available in a large and increasing number of hospital laboratories, 
and many articles have appeared describing electrophoretic abnormalities 
of serum proteins in various diseases: e.g. myelomatosis (Griffiths and Brews, 
1953; Conn and Klatskin, 1954; Osserman and Lawlor, 1955); liver disease 
(Brante, 1952); rheumatoid disease (Kuhns and Crittenden, 1955); and in 
a variety of diseases and in pregnancy (Paton et al., 1954). 

A comprehensive account of the changes found in a large number of 
diseases is given by Antonini and Piva (1953), and Flynn (1954) provides an 
admirable illustrated summary of many of these abnormalities. 
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METHOD 

Paper electrophoresis consists in applying the protein-containing solution 
as a spot or a streak to a strip of filter paper which has been soaked in buffer 
solution and across the ends of which a potential difference is then applied 
for some hours. The pos- 
ition of the proteins is 
observed after fixing them 

by heat to the dried paper, 

and then staining. 

In this laboratory, the ap- 
paratus described by Flynn 
and de Mayo is used. Their 
qualitative method has been 
modified by using a potential 
of 100 volts and azocarmine 
B as the stain, with the 
washing described by Pliick- (a) 
thun and Gétting (1951). A 
very small volume of non- 
hemolysed serum is there- 
fore required as a specimen 
(0.015 ml. is run on to each 
paper), about seventeen hours 
for the actual electrophoresis, 
and a further three hours or (6) 
so for the staining and dry- 
ing procedures. 

The product is a strip 
of paper with, in a normal 
case, the albumin and four 
globulins separated as 
transverse red bands (fig. 
1a). The ‘endosmotic’ 
flow of fluid induced in 
the opposite direction to 
the more rapidly migrating 
fractions actually carries 
the slow moving y glo- 
bulin towards the cathode. 
Serum is preferable to ¢ 
plasma, because fibrin 
a” : Je, Fic. 1.—Serum electrophoretic patterns: (a) normal; 
shows Up a8 an intensely (b) myelomatosis; (c) chronic hepatitis; (d) neph- 
staining streak on the line rosis (plasma). (Arrows indicate line of applica- 
of application with some mera eames 
slight, irregular, diffusion 
away from this (fig. 1d). Abnormalities in this region may therefore be 
obscured and, further, the fibrin often seems to interfere with the migration 
of the f and y fractions. Hemoglobin in the specimen is even more un- 
desirable as it stains well in the 8 region and so obscures or mimics abnor- 
malities there. Bilirubin migrates with the albumin and does not interfere. 
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Paper electrophoresis by this method does not yield results as precise as most 
present-day biochemical procedures. The results are not perfectly reproducible, 
particularly in the globulin fractions, and allowance must be made for this when 
assessing them. Martin and Franglen (1954) discuss in detail the various influencing 
factors. The staining introduces considerable errors since the different fractions do 
not take up the dye in proportion to their protein strengths. “Correction factors’ 
have been used with various stains to allow for the well-recognized greater avidity 
of albumin than globulin for stain: e.g., 1.6 using bromphenol blue; but these do not 
compensate for differences in avidity between the globulins themselves or between 
normal globulins and those in disease, or for the possibility that quantitative protein 
change may not be reflected in a proportionate change in dye uptake. For these 
reasons, no attempt is made in this laboratory to produce quantitative results either 
by using a photo-electric scanner directly on the appropriately prepared strips, or 
by cutting them up and measuring the dye in each section after elution. 


USES 

Paper electrophoresis can give an approximate idea of the total serum 
proteins and of the albumin: globulin ratio, and, as it requires such a small 
specimen, it is useful when only small quantities of serum are available. In 
other cases, in combination with a total protein estimation (biuret method), 
it may afford sufficient guide to the ratio if the pattern is normal. It seems 
unwise, however, to be sure of small changes in the total or y globulin 
without also estimating the total globulin chemically (sodium sulphite 
fractionation: by this method most of the small «, fraction is measured with 
the albumin). 

Apart from changes in the albumin and total globulin fractions, there are 
often abnormalities in the relative strengths of the different globulins, or 
extra fractions may be present, the numerous possible combinations forming 
various globulin patterns. A few diseases are associated with characteristic 
patterns, but more are found with quite non-specific abnormalities. 

Gross deficiency of globulin, or its complete absence (agammaglobulin- 
zmia), is obviously recognizable at once. In cases of recurrent infections 
therefore, in which this condition may be suspected, for antibodies are found 
in the y globulin fraction, its existence can readily be confirmed or excluded. 
Likewise, afibrinogenzmia is easily identified by the absence of the usual 
fibrin streak when plasma is run. Because of the natural irregularity of 
the streak, it would be unwise to be certain of a minor deficiency of fibrinogen. 
The time taken for electrophoresis detracts from its value in demonstrating 
absence of fibrinogen. 


MYELOMATOSIS 
Myelomatosis is well known to be associated with abnormal serum proteins 
migrating on electrophoresis as a compact band (fig. 1b) anywhere between 
the y and a, positions, most often in the former region, rarely in the latter. 
In the last eighteen months, blood has been examined in this laboratory 
from 12 patients in whom this disease was diagnosed on marrow cytology, 
biopsy of a localized tumour and skeletal x-rays, or at necropsy. Ten showed 
unmistakable ‘myeloma bands’ (6 y; 2 intermediate, 2). The sera from the 
other two showed no trace of myeloma protein. One of these patients has 
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shown a normal serum electrophoretic pattern four times since a plasma- 
cytoma was removed from his nose two years ago, when his skull showed 
changes typical of myelomatosis. The other recently had a diagnostic bone 
marrow examination, but the only electrophoretic abnormality was a very 
low y globulin. 

Using the classical method of electrophoresis, Reiner and Stern (1953) 
found in a series of g1 patients, said to have multiple myeloma, that the 
serum of only 70 showed changes of diagnostic significance, whilst ten 
Thije (1956) found a normal serum pattern in g of 51 patients in whom the 
disease had been diagnosed on sternal aspiration. Using paper electro- 
phoresis, Antonini and Piva (1953), Griffiths and Brews (1953), McQueen 
et al. (1954), and Harley et al. (1955) have all found cases in which the 
serum pattern was normal, or at least not diagnostic. Conn and Klatskin 
reported 18 cases of multiple myeloma diagnosed on marrow biopsy. The 
serum electrophoretic pattern was considered diagnostic in 14, and ‘sug- 
gestive’ in two others. The sera from the remaining two showed as the sole 
abnormality a low y globulin. These two, like our patient and one described 
by Harley et al., with similar electrophoretic patterns, both had radio- 
logically demonstrable bone lesions. Osserman and Lawlor described 35 
cases of multiple myeloma, in all of which the diagnostic procedures in- 
cluded iliac marrow aspiration and skeletal x-rays. In 28 the serum showed 
protein characteristic of myelomatosis. These authors mentioned that in the 
seven cases in which the serum pattern was not characteristic, the diagnosis 
could be made from the urinary electrophoretic pattern. Seven of ten Thije’s 
series, however, had a normal serum pattern and no proteinuria, and our two 
patients whose serum strips were not diagnostic were found to have protein- 
free urine. There is no doubt that multiple myeloma can be mistakenly 
diagnosed, even on the basis of marrow cytology, e.g. in cases of mammary 
(Hardisty, 1952), or bronchial (Hughes, 1954) carcinomatosis, or of reticu- 
lum-cell sarcoma, from which indeed myelomatosis may not be entirely 
distinct. It does seem, however, from the evidence quoted that characteristic 
abnormal protein is not demonstrable in the serum in about 20 per cent. of 
cases of multiple myeloma. 

On the other hand, Rundles ef al. (1954), using the ‘Tiselius method 
of electrophoresis, found serum globulins of unusual electrophoretic homo- 
geneity, and therefore resembling myeloma protein, in four of eight patients 
with subleukemic lymphocytic leukemia, and in two others, one with 
atypical lymphocytic leukemia and the other with myelogenous leukemia. 
Osserman and Lawlor reported a case of apparently widespread lympho- 
sarcoma and another of chronic lymphatic leukemia both of which showed 
appearances characteristic of myelomatosis on serum paper electrophoresis. 
The abnormal band in macroglobulinemia, a rare condition in which some 
of the serum globulin is of unusually high molecular weight, has been held 
to be less compact than that of myelomatosis, but Flynn’s illustration of 
a ‘strip’ from a case of macroglobulinemia shows that this is not always so. 
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The distinction between these two diseases, however, may not be important 
since macroglobulinemia may be just a variant of the other (Mandema, 
1954). The prominent y globulin bands in some cases of sarcoidosis, liver 
disease, chronic infections and ‘collagen diseases’ are certainly less compact 
than a y myeloma band (compare fig. 1b and 1c). The albumin level is 
often low in multiple myelomatosis, as it may also be in some of these other 
diseases, but the frequent great reduction of normal y globulin, whatever 
the position of the myeloma band, or even in its absence, is a helpful 
confirmatory point in myelomatosis. 

It appears then that while the absence of the characteristic abnormal 
band does not by any means exclude myelomatosis, its presence is very 
strong, and often useful, evidence in favour of the diagnosis and such 
‘false positive’ errors as may be made involve what are probably closely 
related diseases. 

RENAL DISEASE 
Well-developed cases of nephrosis show a striking and characteristic serum 
electrophoretic pattern (fig. 1d). The albumin, of course, is reduced; so 
are the «,, and y globulins, much of which are lost in the urine, but the «, 
globulin is markedly raised (Hardwicke, 1954). ‘The / globulin band is not 
much changed in intensity, but may merge with the a, band. Clinically 
mild cases show lesser changes, and it does not seem that the method assists 
in diagnosis. McQueen et al. mentioned a case of amyloidosis and one of 
lupus erythematosus with the nephrotic syndrome; apart from a normal y 
globulin level in the latter, the electrophoretic pattern was as in other cases 
of nephrosis. Mackay and Volwiler’s article (1954) suggests that this may 
also be so in cases of Kimmelstiel-Wilson kidney. In five cases of uremia 
due to chronic nephritis, nephrocalcinosis or chronic pyelonephritis, the 
pattern has been found in this laboratory to be normal, with the globulins 
sometimes near their lower normal limit. In acute nephritis there are no 
characteristic appearances. 
AMYLOIDOSIS 

Secondary amyloidosis per se does not give rise to a characteristic pattern, 
but the appearances are altered according to the organs involved; e.g. 
kidneys (nephrotic pattern), liver (see below), intestine (low albumin), or as 
a result of underlying chronic infection (raised y globulin and low albumin). 


HEPATIC DISEASE 
The effect of liver disease on the serum electrophoretic pattern has probably 
been overemphasized. In acute virus hepatitis, the y globulin usually rises, 
but there is nothing characteristic about the pattern that results. In cirrhosis 
and chronic hepatitis the most striking abnormality in the 12 sera examined 
in this laboratory is the increase in y globulin, often considerable, and 
tending to be higher in hepatitis. This seems to be the usual experience of 
others. The y globulin tends to be concentrated towards the cathode margin 
of its area, but the appearances are not characteristic (fig. 1c). The thymol 
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turbidity results appear to vary with the y globulin in any one case, but not 
to correspond with this so closely when different cases are compared. In 
three cases in which it was considered that there was a significant amount of 
protein migrating abnormally between the f and y bands, liver biopsy was 
normal, and in the most advanced cases of liver disease this intermediate 
protein has often not been found. Consequently, we have lost faith in this 
as a possible sign of liver disease. The albumin appearances correspond, of 
course, with the results of chemical estimation. 

In five cases of obstructive jaundice with normal thymol turbidity and 
raised alkaline phosphatase, serum electrophoresis was normal except for an 
increased # globulin which was found, however, in only two. In a sixth 
case of longer duration with a raised thymol turbidity and total globulin, 
the y globulin was increased. 

Church and Blackburn (1954) concluded that in liver disease serum paper 
electrophoresis seldom gives information not provided by routine zinc 
sulphate turbidity and total serum protein estimations. The pattern in 
massive hepatic necrosis, however, appears to be characteristic (see p. 301). 
Our experience, with fewer cases, and using thymol turbidity and differential 
protein estimation as the chemical tests, has been similar, serum electro- 
phoresis having seemed to add no worth-while information in the 60 or so 
cases of suspected or proved liver disease investigated. It is most un- 
desirable that electrophoresis should thoughtlessly be used as an additional 
routine liver function test. It might be more profitable to consider using this 
investigation alone in following progress in cases of parenchymal liver 
disease, bearing in mind that slight differences in the y globulin bands in 
successive examinations cannot be regarded as significant. 


SOME OTHER DISEASES 

There is a host of conditions associated with some increase in the «, (and 
often «,, though this is less prominent) and/or y fractions, variations of 
what might be called the a-y pattern. In general, the response of the body 
to any acute insult, e.g. trauma, infection or infarction, is accompanied by 
a rise in the « globulins. This increase lasts as long as the fever and other 
constitutional signs, and tends to run parallel with the erythrocyte sedi- 
mentation rate (Kay, 1952). It is of very little diagnostic importance because 
it is quite non-specific and, as pointed out earlier, globulin increases must be 
diagnosed with caution, and with regard to the normal range of variation. 
Further, the change may be brought about by events so trivial that they do 
not come to the observer’s notice. The patient may, for instance, have had 
some minor intercurrent infection at the time the blood was taken, and the 
resulting « globulin increase be thought to represent a change brought 
about by the underlying disease. In the case of one of our chronic tuberculous 
patients, the second of successive strips showed a definite «, increase: the 
only event to which this could be attributed was a gastric intolerance to 
PAS at the time the blood was taken. 
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In cases of chronic infection there is usually a rise in y globulin, and this 
may first appear as early as the second week when an acute infection is slow 
to resolve. A similar incrcase, however, is also often found in parenchymal 
liver disease, rheumatoid arthritis, ankylosing spondylitis, the various 
‘collagen diseases’, sarcoidosis, certain skin diseases (Lever et al., 1951), 
acute nephritis, allergic phenomena, e.g. anaphylactoid purpura, and other 
states, together (except in liver disease) with a varying increase in the « 
globulins, to some extent parallelling the activity of the disease, but by no 
means always doing so (not usually doing so, for instance, in disseminated 
lupus erythematosus, and often not in sarcoidosis). Chronic diseases are 
also often accompanied by some decrease in albumin, There seems to be no 
purpose in investigating the serum electrophoretic patterns of patients 
thought to be suffering from these diseases. There are no diagnostic patterns, 
and for assessment of the activity of a disease, the erythrocyte sedimentation 
rate is quicker, easier and probably more reliable. 

Such serum electrophoretic abnormalities as have been found in a small 
series of patients with carcinomatosis, Hodgkin’s disease, follicular lym- 
phoma and leukemia have not been prominent, and include minor albumin 
decreases, slight « globulin increases, and small variations of the y globulin 
level in either direction. Serum electrophoresis by the Tiselius technique 
in cases of Hodgkin’s disease, malignant lymphoma and leukemia has been 
reported by Rundles and his colleagues (1954). In general, their findings 
were similar to ours, but several higher y globulin levels were noted. 

Certain other definitely abnormal serum electrophoretic patterns may 
sometimes be encountered. Two cases of steatorrhcea with considerable 
cedema were found to have a very low albumin and a low f globulin. Excess 
of circulating adrenal corticoids of either exogenous or endogenous origin is 
known to be associated with a low y globulin, and Flynn (1954) describes a 
diagnostic pattern in massive hepatic necrosis, the « globulins, and some- 
times also the # globulin being markedly diminished. 


CONCLUSION 
It is possible that there are variations yet to be described in other diseases, 
and what has been said here applies only to the serum proteins themselves. 
The use of materials and methods for detecting substances other than protein 
on the strips after electrophoresis is growing. Much attention, for instance, 
is at present being given to the protein-bound lipoids. In addition, the 
method of paper electrophoresis is proving useful in the examination of 
body fluids other than serum, especially urine. As a hospital laboratory test, 
however, serum electrophoresis as currently performed is of very limited 
value. 
SUMMARY 

Serum paper electrophoresis is a simple procedure to perform. The features 
of the test of importance to clinicians are described, and its lack of precision 


emphasized. 
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Its applications in clinical medicine are discussed. It can be used to give 
a rough idea of the total protein and of the albumin: globulin ratio when too 
little serum is available for the standard chemical estimations. 

Absence or gross deficiency of y globulin or of fibrinogen can readily be 
recognized. 

In myelomatosis it can be of great value in making a positive diagnosis, but 
cannot be used to exclude even advanced disease. 

Nephrosis is associated with specific electrophoretic abnormalities, but 
this finding seems to have little practical application. 

Chronic parenchymal liver disease is irregularly associated with an 
unusual, but probably not specific, pattern. More often the pattern is similar 
to that often found in a wide range of other diseases, which are discussed. 

There is a danger of the novelty of the method causing a lack of due 
consideration of its limitations when it is employed as a routine hospital 
laboratory test. 


I am grateful to Dr. W. J. Griffiths, in whose laboratory any personal work 
mentioned was done, to Dr. J. S. Richardson for valuable help and advice, and to 
Mr. R. K. Jackson for his translations. 
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NICKEL DERMATITIS 


By HAROLD T. H. WILSON, M.D., M.R.C.P. 


Consultant Dermatologist, Royal Northern Hospital 
and Central Middlesex Hospital 


DERMATITIS is well known among workers who handle nickel in the course 
of industrial processes. Since the original account (Blashko, 1889) there 
have been numerous reports of this condition in the literature. 

Sensitivity to finished products was first described by Lain (1931) who observed 
three cases of dermatitis due to spectacle frames made of white gold, a nickel- 
containing alloy. There have been several subsequent reports of dermatitis from 
spectacles (McAlester and McAlester, 1931; Fox, 1933; Taylor et al., 1945), coins 
(Rothman, 1931), wrist watches (Dubois, 1932), and suspenders, bracelets, safety 
pins and other nickel-containing objects (Stewart, 1933; Morgan, 1953; Calnan and 
Wells, 1956). Two cases of dermatitis of the lips associated with metal but not with 
plastic lipstick containers were described by Hathaway (1941), who did not discover 
the nature of the metal responsible. 


INVESTIGATION 
The present investigation is concerned with the clinical features and prog- 
nosis of dermatitis resulting from contact with nickel or nickel-plated 
articles. 

Nickel-plated articles, such as the metallic parts of suspenders, are nearly always 

barrel plated: that is to say, they are nickel plated in an acid nickel solution in a 
rotating barrel. The thickness of nickel deposited is usually not very great, being 
of the order of 0.0002 inch (0.05 mm.). When the plating process is complete the 
articles are withdrawn from the barrel and washed in hot water. 
Unless the washing is adequate and the water changed at frequent intervals 
the plated articles are likely to become coated with a thin film of nickel 
salts. This may account for the fact that dermatitis often seems to develop 
for the first time soon after wearing a comparatively new nickel-plated 
buckle or clasp. In the present series, 12 out of 22 patients stated that their 
dermatitis arose beneath a nickel-plated article purchased a month or less 
previously. 

There were 85 patients in the series, all women, whose ages ranged from 
15 to 64, averaging 32.8. The incidence was highest between the ages of 
15 and 25 after which it remained fairly constant until there was a sharp fall 
about the age of 55 (fig. 1). 


CLINICAL FEATURES 
The rash began as a localized dermatitis, usually at the back of the thighs, 
at the point of contact with the suspender buckles (fig. 2). Less frequently 
it began under a wrist watch, necklace clasp or ear-ring. Swelling and red- 
ness of the eyelids (fig. 3) sometimes preceded all other symptoms, and 
occasionally a chronic papular eruption developed on the elbow flexures 
(fig. 4) or axillary folds before the onset of lesions elsewhere. In only two 
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cases did the rash remain localized to a single area. In the remainder, after 
a few weeks or months, eczematous patches developed on other parts of the 
body. The principal sites to be affected and their relative frequency are 
summarized in table 1. 








‘Total Site of onset 
Area affected Nickel contact —— —— ———_.- - 
Cases % Cases 
Thighs Suspender buckles 78 92 56 66 
Elbow flexures Nil 41 48 5 5.9 
Chest Brassiere clips and buckles 27 31.8 I 1.2 
Neck Necklace in most cases 25 28.2 2 2.4 
Eyelids ? 18 21.2 7 8.2 
Wrist Wrist watch 18 21.2 8 9.4 
Ears Ear-rings 15 17.6 4 4-7 
Hands ? Nickel coins and house- 
hold articles 14 16.5 ee 1.2 
Lips ? Lipstick containers 3 3-5 - — 
Axilla Nil I 1.2 I 1.2 








TABLE 1.—Sites affected by nickel dermatitis. 


The thighs, chest, wrist and ears were affected by a dermatitis localized to 
the area of contact with the nickel-containing object. 

The neck was in many cases the site of a dermatitis resulting from sen- 
sitivity to a metal necklace clasp or chain. Other patients, however, noticed 
that they suffered an intermittent eruption on the back, sides or front of the 
neck which came up independently of wearing a necklace. This appeared 
to be a constitutional eczema or neurodermatitis. It was usually rather 
diffuse, and the localized form of neurodermatitis commonly seen on the 
nape of middle-aged women did not appear to be associated with nickel 
sensitivity. 

The elbow flexures and occasionally the axillary folds were the site of a 
similar rather diffuse papular 
rash. It was extremely common, 
affecting no less than 41 pa- 
tients. In five cases it preceded 
all other symptoms, and in 
four others it persisted long 
after the rash had cleared else- 
where. 

The hands were affected in 
14 subjects and were the site of 
a particularly stubborn erup- _ 

. . : ; . Fic. 1.—Age incidence in 85 cases of nickel 
tion. Contact with nickel coin- desmatitis. 

age or nickel-plated household 

articles is quite unavoidable and may be responsible for the rash on the 
hands. Equally, this could be explained as a form of non-specific eczema 
similar to that affecting the elbow flexures. 


CASES 
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The eyelids were often involved, an intermittent eruption causing erythema 
with slight edema of both lids. The figure of 19 cases in the present series 
is probably low because only a few patients associated this symptom with 
their suspender dermatitis. 
Routine questioning towards 
the end of the investigation 
showed that about half the 
patients questioned had suf- 
fered from transient blepha- 
ritis. The possibility therefore 
of nickel sensitivity should be 
considered in the differential 
diagnosis of any case of 
chronic or recurrent eyelid 
dermatitis. In one patient this 
was the only symptom, and 





Fic. 2.—WVermauus of thigh at point of contact it was found to occur when an 
with suspender buckle. 


old-fashioned typewriter with 
nickel-rimmed keys was in use and 
not at any other time. This would 
suggest that in this particular case 
the dermatitis resulted from finger- 
tip contact similar to the derma- 
titis on the eyelids and neck which 
is known to occur from sensitivity 
to nail varnish. 

The lips were affected in three 
subjects. In one of these the 
cheilitis was due to an independent 
lipstick sensitivity. In the other 
two, metal lipstick containers 
appeared to be responsible and 
healing occurred when plastic 
ones were substituted. 

Transient rashes were also seen 
on the scalp from contact with 
metal hair clips, and the abdomen 
from zip fasteners or, in one 
Fic. 3. Megbasitie and eczema of the face we clips used to close an _ 

associated with nickel sensitivity. ation wound. 





PATCH TESTS 
All patients were patch tested against metallic nickel and solutions of nickel 
sulphate. In every case strongly positive reactions were given to nickel 
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sulphate (2.5 per cent.), and severe reactions followed the few tests made 
with higher concentrations. Serial tests were done in 20 cases, and it was 
found that the lowest positive was given by a solution of nickel sulphate 
varying from 0.01 to 0.1 per 
cent. It would therefore appear 
that 1 per cent. of the solution 
is a suitable strength for patch 
testing and solutions stronger 
than 2.5 per cent. should not 
be used. Metallic nickel gave 
a reaction equal to 0.5 or 1 per 
cent. of the solution. Five pa- 
tients were tested with metallic 
nickel on arms, back and 
thighs simultaneously. One 
gave equal reactions on all 
sites; in the remaining four 
the reaction on the thighs 
was weaker than that on the 
back and arms. This finding is Fic. 4.—Elbow flexure dermatitis. 

consistent with the fact that 

an occasional patient is able to wear metal suspenders with impunity while 
developing dermatitis from contact with nickel elsewhere on the body. 
The explanation probably lies in a diminished absorption of nickel rather 
than a localized loss of sensitivity on this particular site. 





PROGNOSIS 
When first seen patients were advised to remove all metal clasps and buckles 
from their clothing and to substitute plastic, rubber or nylon suspenders for 
nickel ones. Many preferred to cover their suspenders, often inadequately, 
with lint, tape or adhesive plaster. A few others were reluctant to shed their 
jewellery and look, as one ruefully described it, ‘like a Christmas tree after 
Christmas’. 

An attempt was made to trace sixty-four patients who had been seen at 
least six months previously. Thirty-eight were re-examined, a further 
twenty replied to a postal inquiry, whilst six remained untraced. It was 
found (table 2) that 26 had remained free of dermatitis, whilst 32 still suffered 
intermittent attacks, not necessarily associated with metal contact. Several 
of those who suffered relapses had made little attempt to avoid metal 
touching their skins and the suspender buckle was found to be inadequately 
covered with a piece of material. Complete removal, however, of all metal 
clasps and buckles did not suffice to prevent relapses in every case. 

In order to determine whether prognosis was related to the loss of sen- 
sitivity, 34 patients were re-tested after an interval varying from six months 











NICKEL DERMATITIS 307 


to five years from their original test. Seven had no rash at the point of contact 
with nickel but suffered intermittent eczema on other sites, whilst in 8 
cases the rash was still present. The clinical progress therefore of this 








Period of observation in years 
~ —_——_—-- - Total 
4—1 1—2 2—3 3—4 4—5 

Clear 2 10 10 4 26 

Elbows 2 ~ I I 4 

| Hands 3 I 2 - 1 7 

Recurrent < Thighs I 2 3 2 I 9 
| Multiple 

L sites _ 3 4 5 12 

Untraced ~— — - - 6 

64 











TABLE 2.—Prognosis in nickel dermatitis. 


random sample was slightly better than that of the whole series. In spite of 
this, the reaction to nickel remained positive in every case and it would 
appear that nickel sensitivity, once acquired, is seldom lost, irrespective of 
whether or not the patient’s rash clears up. 


DISCUSSION 
Nickel dermatitis appears to consist of two separate components: a simple 
dermatitis localized to the area of nickel contact, and a chronic eczema or 
neurodermatitis having no obvious relationship with such contact. These 
two components, however, are so intimately associated that the diagnosis of 
‘suspender dermatitis’ can often be made on seeing the characteristic 
papular rash on the patient’s elbow flexures. 

It has been suggested (Morgan, 1953) that nickel sensitivity is in some 
cases ‘a transitory phase in the course of a series of eczematous reactions’. 
According to the present investigation it would seem that the sensitivity, 
once acquired, is likely to persist. Nor does constitutional eczema per se 
appear to predispose to nickel sensitivity, for patients suffering from num- 
mular or atopic ezcema do not seem more liable than the normal subject to 
develop suspender dermatitis. This observation is supported by the results 
of routine patch testing which provide no evidence that atopic subjects 
are more likely to give an eczematous reaction to nickel than do normal 
controls, although they often give a pustular non-eczematous reaction 
(Sulzberger and Witten, 1954; Wilson, 1955). 

In many cases the rash on the elbow flexures, neck and axillary folds may 
be explained as a secondary eczematous spread complicating the original 
contact dermatitis (Calnan and Wells, 1956). This, however, would not 
explain the occasional case in which the rash on the elbows preceded the 
dermatitis on the thighs; nor does it account for the high incidence of the 
‘secondary’ eruption. This often recurs after the original dermatitis has sub- 
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sided, and mental stress or emotion appears a prominent factor in provoking 
recurrences. It would seem that those who are constitutionally prone to this 
particular type of neurodermatitis are also abnormally susceptible to der- 
matitis from nickel contact. This is a clinical impression which has not 
been proved. When, however, nickel salts come into contact with the skin, 
the chances of epidermal sensitivity developing are increased if the skin has 
previously been traumatized. The subject of neurodermatitis is prone to 
scratch and rub, particularly where there is friction from clothing or the 
straps which support it. Skin damaged in this way would be more vulnerable 
than a normal intact epidermis to sensitivity from contact with a nickel- 
plated buckle or clasp. 


SUMMARY 
Eighty-five cases of nickel sensitivity are described. All were women with 
dermatitis from contact with nickel-containing objects. An eczema or neuro- 
dermatitis occurred elsewhere on the body in approximately half the cases, 
the elbow flexures, eyelids and sides of the neck being most often affected. 
Nickel sensitivity, once acquired, was likely to persist. 


I am indebted to Dr. F. Ray Bettley, consultant dermatologist, Middlesex Hos- 
pital, for permission to investigate many of these cases and for his helpful advice, 
and to the manager of the development and research department of The Mond 
Nickel Company Ltd. for information regarding nickel plating and for samples of 
nickel used in patch testing. 
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THE MANAGEMENT OF CORONARY THROMBOSIS 
BY THE FAMILY DOCTOR 


By JOHN H. HUNT, D.M., M.R.C.P. 
London, S.W.1 


APART from a severe motor accident, few medical episodes upset the life 
of a person or a family, so much or so suddenly, as does a vascular accident 
such as coronary thrombosis. The family doctor plays a very special part 
in the management and treatment of this common misfortune. His responsi- 
bilities must be taken seriously from the moment trouble begins. He must 
do his best to go to the patient at once, whatever the time and whatever the 
place; for example, an urgent telephone call at midnight which says ‘My 
husband feels queer in his bath’ must warn the doctor, as if a red light had 
been switched on, that his patient may die in a few minutes or hours. The 
doctor may be able to give some useful immediate advice over the telephone, 
but the sooner he gets to his patient the better. In an emergency such as 
this, the sight of the doctor and the feeling that he is taking his share of 
responsibility, help everyone present: and the sooner he arrives the more 
confidence he gives. In my experience, emergency calls of this sort are real 
emergencies in nearly every case. 


IMMEDIATE TREATMENT 
By the time the doctor gets there, the relatives have probably offered the 
patient brandy or whisky. Sweet tea is perhaps better, but alcohol does 
help to relieve anxiety and is absorbed quickly from the stomach; it is one 
of the few things that are absorbed from the stomach itself. Even to send 
for brandy may give an onlooker, who has lost his head, something to do. 

The patient must be kept warm, but over-heating, with its peripheral 
vasodilatation, may be dangerous when the blood pressure is low. It is 
important, too, that alcohol be not given in large enough quantities to cause 
general vasodilatation. Indeed, all vasodilator drugs should be avoided; 
the general vasodilatation which they produce may deprive the vessels in 
the heart or brain of an adequate blood supply. 

It is of the greatest importance to relieve the patient’s anxiety and, if 
possible, to convey the impression that he is going to recover. With an 
anxious patient and everyone around him extremely worried, there is still 
something almost magical in the effect of a doctor giving an injection in an 
emergency such as this. As every experienced practitioner knows, an injec- 
tion of any sort may be helpful as a calming influence on the patient and 
his relatives. A small dose of intramuscular phenobarbitone is probably as 
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useful as any so-called ‘cardiac stimulant’ at this stage. A book could be 
written on the rise and fall in popularity of ‘cardiac stimulants’, and what 
little effect they really have on the heart. 


TREATMENT OF PAIN 

Some attacks of coronary thrombosis may occur without any pain, or 
perhaps only with mild discomfort. When pain is severe it may be agonizing, 
and then an analgesic should be injected as soon as the doctor is satis- 
fied that the condition is a cardiac emergency and not an acute abdominal 
one—a distinction that is not always as easy to make as it sounds. I usually 
give ‘omnopon’ (} to } grain [20 to 40 mg.]), heroin (,, to 4 grain [5 to 10 
mg.]) or pethidine (14 to 3 grains [0.1 to 0.2 g.]), instead of morphine 
because they cause less nausea and vomiting. This injection may have 
to be repeated, and quite often it has to be given intravenously when the 
pain is excruciating. It is not always appreciated that in severe shock sub- 
cutaneous and even intramuscular injections may be absorbed extra- 
ordinarily slowly, and then the only way to get a quick effect is by the 
intravenous route. 


OTHER EMERGENCY TREATMENT 
What else should a doctor carry in his bag, or in his car, for these cardiac 
emergencies? I always carry a sedative (to combat restlessness not due to 
pain); aminophylline, a mercurial diuretic and digoxin to be given if con- 
gestive heart failure threatens; quinidine and procainamide (‘pronestyl’) for 
cardiac arrhythmia; heparin and phenindione (‘dindevan’) for interim anti- 
coagulant therapy; and antibiotics for pulmonary complications. 

One often feels the need of something for the nurses or relatives to 
give should the condition of the patient take a sudden turn for the worse 
when the doctor is not there. I have, for some years, used nikethamide 
(‘coramine’) for this; its pharmacological actions as a circulatory and respira- 
tory stimulant are still open to debate, but if someone can suggest something 
better I shall be pleased to hear of it. I am told by a manufacturing chemist 
that, in spite of this doubt about its exact action, well over half a million 
ampoules of nikethamide are injected each year into patients, in this country, 
in hospitals alone. 

Should one carry oxygen in one’s car? During the past few years I have 
wanted it several times when I had none by me. I therefore now carry, in 
the boot of my car, a small 24 cubic feet cylinder of oxygen with a dry- 
bobbin flow meter, nasal catheter, spectacle holder and B.L.B. mask. This 
gives an adequate dose (6 litres a minute) for nearly two hours: it helps in a 
crisis and may save some patients’ lives; and it always comforts the relatives 
a little to know that one more possible thing is being done. 


IS THE PATIENT TOO ILL TO BE MOVED? 
Many of these emergencies occur in most awkward situations: for instance, 
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when the patient is at a dinner party, in a bus, or sitting in his club, or 
when a farmer is out on his land. Sometimes he must be moved, as when 
he is taken ill in the street or at a football match. When he is somewhere 
more comfortable, however, it may be difficult to decide whether he should 
be moved or not. How many of these patients are really too ill to be moved? 
The answer is, I believe, ‘very few’. If better treatment can be had elsewhere 
and transport can be done carefully and efficiently, a move is nearly always 
wise. 

During the last War, when I was in the Royal Air Force, we moved many 
desperately ill patients by air and road ambulances. I accompanied many 
of them on their journey and none of them seemed to suffer from the 
journey itself, if the move was done properly. The same applies, I consider, 
to ill patients in civilian practice. If an old man, for instance, collapses with 
coronary thrombosis when sitting in a chair in his office, in a shop, in a bus 
or in his club, it is obviously wrong to heave him upstairs on to a bed at 
once; it is also wrong to bundle him into a tiny car; and it is wrong, too, 
to leave him for many hours (perhaps all night) where he is. If he is 
desperately ill he may be incontinent, and the difficulty of keeping a severely 
ill patient sitting for a long time in an armchair in his office or anywhere 
else is obvious. 

I believe that the right thing to do in the majority of cases—there are, 
of course, exceptions—is to call an ambulance as soon as possible and, 
with men specially trained in the work, to move the patient properly 
without the least effort on his part—to the place where he can best be 
nursed and treated. During transport the treatment of shock should always 
be continued carefully: it is important to have oxygen in the ambulance; 
and a nurse or doctor should travel with every ill patient. The occasional 
risk of someone who is severely ill dying during transit, perhaps not due at 
all to the transport itself, is one that has to be faced. 


SHOULD THE PATIENT BE TREATED AT HOME 
OR IN HOSPITAL? 

This is an important decision for the family doctor to make, and much 
depends upon his personal knowledge and assessment of many matters that 
are administrative rather than medical: matters concerning the patient's 
wife or daughter—their capability, character, state of health and emotional 
calibre—the nursing facilities in the home, the size of the house and the size 
of the family. Very often hospital treatment is, scientifically, better than 
treatment at home; but to whisk an old patient of perhaps eighty years of 
age away to hospital at a moment’s notice, away from all those who know 
him best, at a time when he wants them most, sometimes has serious dis- 
advantages which we must recognize. I have seen many an old person made 
confused, anxious and depressed, and a few even precipitated into a state of 

senile dementia, by such a move. 
I therefore make a strong plea for treating a number of patients with 
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coronary or other vascular accidents in their homes. There is considerable 
solace in familiar things, especially in old age. In a hospital, the sister, the 
nurses and doctors, may all be kindness itself and of the utmost efficiency; 
but who is to know about the patient’s likes and dislikes, his fads and his 
fancies about his personal hygiene, his bed, the cooking of his food, his 
drink, his smoking, his books, his wireless favourites and his other enter- 
tainment, his friends and the times they can visit him, and the thousand 
and one things that have taken his nearest and dearest perhaps a lifetime to 
understand and appreciate—the things that make our homes more desirable 
to live in than an hotel, and being ill at home often more pleasant than being 
ill in hospital? I have known many a consulting physician with this illness 
who has insisted on remaining at home under the care of his family doctor. 


BED REST 

The family doctor will have to decide how long to keep his patient with 
coronary thrombosis at rest in bed. Strict bed rest for these patients is 
sometimes overdone. Different periods of strict bed rest or chair rest are 
needed not only for different sizes of cardiac infarct but also for different 
types and ages of patients. Many of us, no doubt, have had a patient with 
a small superficial infarct, perhaps with short-lived pericardial friction, 
who has refused to stay in bed more than a few days, or who has even refused 
to go to bed at all, without ill-effects. Careful moving out of bed into a chair, 
when shock is over, helps some patients a great deal, especially those with 
osteoarthritis of the hips and knees; and it is instructive to watch how much 
less effort is expended by a patient when he slips quietly out of bed on to a 
bedside commode than when he struggles to balance on a bedpan in a 
double feather bed. There is, however, always the remote danger of the 
patient dropping dead if he gets up and does too much, too soon; and in 
most cases the wisest course is for the doctor to advise from two to six weeks’ 
bed rest or chair rest, and to let the patient take the responsibility on himself 
if he insists on getting about before then. When the patient does begin to 
get up and about, this should be a gradual process carefully supervised 
by the doctor. 


SMOKING 
How much should a patient smoke after a coronary thrombosis? Not long 
ago I was called to a sea captain with angina pectoris who said that on his 
bridge he smoked fifty cigarettes a day on ordinary days and eighty when 
there was a fog! Here the right advice was not difficult to give; he was a 
strong-minded fellow and he gave up smoking altogether. But with many 
other patients the problem is more difficult; they cannot be convinced that 
the amount they smoke is really doing them harm and, even if they are 
convinced, they have difficulty in giving up smoking altogether and still more 
difficulty in cutting it down. If smoking causes severe coughing, especially 
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at night, that is a good reason for stopping it altogether. But to stop smoking 
is sometimes a mixed blessing, quite apart from the mental irritability 
it often causes: when some patients give it up their appetites improve, 
they take larger meals and eat sweets instead, and the increase in weight 
soon does more harm than the smoking did before. To prevent further 
infarcts, it seems clear that it is better to keep patients underweight rather 
than overweight. In the present state of our knowledge, it is hard to believe 
that smoking in moderation always makes coronary disease worse. 


ANTICOAGULANT THERAPY 

There are three important questions connected with anticoagulant therapy. 
Should it ever be given in a patient’s home by a general practitioner? If so, 
to which patients should it be given? How should it be given? Recent 
developments in this form of treatment have greatly increased the general 
practitioner’s responsibilities. with regard to coronary thrombosis. Those 
who say that nearly all patients with myocardial infarction should be treated 
in hospital, and there given anticoagulants, are advocating a counsel of 
scientific perfection which is by no means always applicable to the day-to-day, 
front-line and personal business of general practice. In Britain a large 
proportion of patients with coronary thrombosis still have to be treated at 
home. Some patients cannot be got into hospital because there is no room 
for them there; and many others refuse, for one reason or another, to leave 
their homes. Are all these patients who remain at home to be denied 
anticoagulant therapy? 

I wish to make a special plea for the extension and careful evaluation of 
those methods of selection that are already being used by many general 
practitioners throughout the country when they send, as they do now, some 
of their patients with coronary thrombosis to hospital and keep some at 
home. Interim treatment with anticoagulants given by the family doctor 
just for the first two days, in the patient’s house, and without pathological 
control, is a considerable help in making this selection and in bringing 
general practice into line with hospital procedure. I should like to see this 
short-term anticoagulant therapy more widely used by family doctors. 

Patients with recent myocardial infarction due to coronary thrombosis 
can be divided by the general practitioner into six groups: (1) In the first 
the patient dies before, or very soon after, the doctor arrives. (2) Those with 
severe shock are usually best transferred to hospital as soon as this move 
is reasonably safe. (3) Those who are not quite so ill to start with, but 
who soon become worse, may need to be moved to hospital after twelve 
to forty-eight hours. In both these second and third groups a full course of 
anticoagulant therapy may be needed; and if the general practitioner can 
give the first dose or the first few doses before the patient leaves his home, 
it saves valuable time, for the sooner this treatment is started the better. 
(4) In a fourth group of patients—those who improve steadily at home 
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during the first two days—and this is a large group, a favourable prognosis 
is clearer at the end of one or two days than it is when the doctor is first 
called. These patients can often be kept at home, and interim anticoagulant 
therapy, when it has been given from the start as a precautionary measure, 
can be stopped at the end of the second day. (5) A fifth group of patients 

the mild cases—can also be treated throughout at home, but without any 
anticoagulants at all. These mild cases are those who have had no previous 
attack, who have no severe pain, severe shock or heart failure. With them 
several observers have shown that the mortality with conservative treatment, 
without anticoagulants, is only about 3 per cent. (6) Lastly, the sixth group 
of patients—those who come to the doctor’s consulting room complaining 
of angina of effort, in whom an electrocardiogram reveals a small area 
of myocardial damage due to recent coronary thrombosis which has occurred 
quite silently, perhaps without pain and without the patient going to bed or 
even calling his doctor. In only two of these six groups of patients with 
myocardial infarction (groups 2 and 3) is a full course of anticoagulants 
widely used at present. In one further group (group 4) interim anticoagulant 
therapy is helpful. In three of the six groups (groups 1, 5 and 6) anticoagulant 
therapy is of little or no use for emergency treatment. 


CHOICE OF ANTICOAGULANT 

When anticoagulants are needed, the general practitioner should usually 
be the one to administer the first dose, and this may be given in the 
patient’s home; but he must first exclude, so far as possible, the conditions 
in which this treatment is contraindicated or should be given with extra 
care: é.g. purpura, jaundice, uremia, open wounds, active peptic ulcer, and 
within a few days of a surgical operation. If I decide to give anticoagulants, 
I give 12,500 units of heparin intravenously. At the same time I give the 
same dose intramuscularly, after some 2 per cent. procaine has been added 
to make the injection painless; a pressure pad is useful to prevent the 
development of a local hematoma. This intramuscular injection is repeated 
three times (twelve hourly) in the next two days. Heparin is still the best 
anticoagulant for parenteral use ; it is non-toxic and physiological in its action. 
Phenindione (‘dindevan’) is given orally during these two days: 100 mg. 
twice a day for the first day, 50 mg. twice a day on the second day. There 
is little risk of the prothrombin level dropping dangerously low (i.e. below 
20 per cent. of normal) with correct dosage in this short time, but a watch 
should be kept for bruising, traces of blood in the urine or lumbar pain. 

Overdosage with either heparin or phenindione can be counteracted by a 
blood transfusion. Alternatively, in the case of heparin, 10 ml. of a 1 per cent. 
solution of protamine sulphate may be given intravenously, whilst for over- 
dosage with phenindione 20 mg. of vitamin K, (‘konakion’) may be given in a 
cold fruit drink. After the second day, if interim treatment has been merged 
into a full course of anticoagulant therapy given in the patient’s home, the 
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help of a pathologist to control the prothrombin time is absolutely essential. 
Some practitioners, but only the lucky ones, live near enough to a hospital 
to be able to get prothrombin time estimations done whenever they want 
them. 

To a large extent phenindione has replaced ethyl biscoumacetate. It is 
said to act more quickly, to lead to fewer hemorrhagic complications, to 
need less control and to have less cumulative effect, as its action passes 
off more quickly. It tends to turn the urine pink when alkaline, which must 
be distinguished from hematuria. Some clinicians have suggested that its 
use by mouth from the start may do away with preliminary injections of 
heparin. This would certainly simplify treatment, but it must be remembered 
that, when a patient is severely shocked, medicines may stay in the stomach 
a long time before being passed on into the small intestine to be absorbed. 
The patient may even be vomiting, especially after large doses of morphine, 
and any treatment given by mouth under these conditions will be at the best 
uncertain and at the worst quite useless. Coronary thrombosis is an urgent 
matter—minutes may count—and the greatest need for therapy is often 
during the first few hours. In future, whatever anticoagulant drug is 
eventually chosen as the best, I believe that it will still fall to the general 
practitioner to give the first dose of it intravenously or intramuscularly as 
soon as he sees the patient, if effective treatment is to be started at the earliest 
possible moment. 

I cannot leave this question of anticoagulants without mentioning that 
by no means all cardiologists agree about their use, or for how long they 
should be given; and when experts disagree it is left to the general prac- 
titioner to judge each case for himself. Some cardiologists are enthusiastic 
about anticoagulants; in one well-known clinic in Scandinavia, many 
patients who have had coronary thrombosis are kept on anticoagulants for 
life. Others are less keen. Not long ago I had a letter from the senior 
cardiologist of one of the largest London medical schools which said: ‘I 
cannot agree with you about anticoagulants, as I do not give rat poison to 
my patients’. 


PROGNOSIS 
Twenty years ago a diagnosis of coronary thrombosis was regarded as 
equivalent to an early death-warrant. Nowadays it is realized that the outlook 
is by no means so sinister, especially in a middle-aged man (between 40 and 
65) who gets through his first attack. In one large group of middle-aged 
medical men who had coronary thrombosis, 80 per cent. did not have another 
attack for at least five years, and many went much longer—an encouraging 
thought and good news for us all, and one that makes really careful treat- 
ment during the first few hours and days of the first attack so well worth 
while. Once these first few dangerous days are passed, many patients who 
have had coronary thrombosis lead a normal or almost normal life for many 
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years. The father of a friend of mine had myocardial infarctions at the ages 
of 55, 63 and 78, and died at the age of 82 of something quite different: 
27 years after his first attack. This more hopeful aspect of coronary throm- 
bosis—its ‘new look’—is one that should be more generally known. 


CONVALESCENCE 

Convalescence presents its own problems. It is important to return a patient 
to modified normal life as soon as possible: perhaps with one month’s 
rehabilitation after getting up. We must always remember that financial 
anxiety is a far greater strain than the quiet performance of non-strenuous 
remunerative work. During convalescence the development of cardiac 
neurosis is a real risk which must be borne in mind; some patients become 
most unhappy if they develop heart-consciousness, or start feeling their 
pulses every few hours, or go slower and slower in all that they do for fear 
of straining their hearts. 

Angina of effort is one of the most troublesome sequelae of myocardial 
infarction. Many of our patients with angina of effort have probably had an 
obvious, or a quiet, coronary thrombosis in the past, They need advice 
about many things and it is the family doctor’s duty to make sure that he 
gives the right counsel about these matters without frightening the patient 
or upsetting the relatives; and he must not be surprised or indignant if 
much of his advice is not taken. If only two-thirds of the things a general 
practitioner suggests to his patients are carried out by them in any one year, 
he is probably doing better than any doctor has ever done before. After all, 
we must surely agree that a man who prefers a short life and a merry one 
has a certain undeniable right to live as he likes, eat and drink what he 
fancies, smoke what he chooses, play the games he enjoys, behave as he 
pleases, even to die if he wishes in the way that he wants—all against his 


doctor’s advice. 


CONCLUSION 

Unfortunately it is not given to all our patients with coronary disease to die 
quietly in their beds at night, or (as did a friend ot mine) quite suddenly on 
the fifth tee of a golf course after making a good drive. My sea captain may 
retire and come to live at home; it is possible that he will have other attacks 
of coronary thrombosis, and in the end develop congestive heart failure, with 
all that means in medical treatment by his general practitioner. We family 
doctors must be ready to assume some degree of responsibility whatever 
the future holds for our patients; and with coronary disease, as with so 
many other conditions, no-one can foretell what the future is to be. ‘That 
uncertainty, and that responsibility, are the fascination of general practice 
and the pride of its practitioners. 

This article is based upon a paper read at the Annual General Meeting of the 
Irish Medical Association on June 29, 1956. 
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CORONARY THROMBOSIS IN GENERAL PRACTICE 


By KENNETH SANDERS, M.B., Cu.B., 
London, N.W.10 


IN a typical case coronary thrombosis presents little difficulty in diagnosis. 
It is well recognized, however, that the presenting pain is protean in its 
manifestations. A series of cases has occurred in this general practice 
illustrating this point very clearly. Not only was the presentation of the pain 
different in each case, but the general demeanour of the patients provided 
wide contrasts and gave no clue to the prognosis. Thus, in case 1 the patient 
attended the surgery and gave his history in a fairly diffident manner; yet, 
in spite of bed rest, there was a fatal termination within ten days. Case 2 
also attended the surgery, refused bed rest altogether, and has since remained 
well. Three other cases were treated as emergencies by the relatives and 
were seen at home as a matter of urgency. 

The unusual feature of the cases is their close proximity in time; seven 
of them occurred within twenty-five days—an ‘epidemic’ of unusual 
proportions. 

CASE RECORDS 
Case 1 is an example of coronary thrombosis closely following the onset of 
angina pectoris in a hitherto healthy subject. 

On October 3, 1955, a 63-year-old joiner attended the evening surgery com- 
plaining of a tight feeling substernally following some heavy lifting. Examination 
was normal apart from the presence of hypertension: 180/120 mm. Hg. Four days 
later pain recurred at rest, lasting fifteen minutes, with radiation down both arms. 
A provisional diagnosis of coronary ischemia was made and rest in bed was advised. 
Three days later he complained of a tingling sensation in both hands at rest, and the 
next day he collapsed and died in bed. 

Case 2 is an example of coronary thrombosis occurring for a second time 
in a known case of angina pectoris. 

On November 1, 1955, a 55-year-old fitter attended the morning surgery, com- 
plaining of an attack of substernal pain and dyspneea lasting three hours the previous 
night. In April 1954, he had complained of pain radiating down the left arm on 
exertion, and of increasing dyspnoea, of six weeks’ duration. An electrocardiogram 
was reported as showing ‘severe left ventricular strain and suggestive of an anterior 
myocardial infarction’. Following a period of rest in hospital he returned to work. 
Since then he had had anginal pains nearly every day but had continued with his 
normal work. 

On examination the blood pressure was 200/130 mm. Hg, and there were 
crepitations at both bases. A provisional diagnosis of coronary thrombosis was made, 
and an electrocardiogram on November 8 showed recent posterior infarction. The 
patient refused advice to rest and has continued work since. 

Case 3 is an example of coronary thrombosis simulating pain of cervical 
arthritis. 

On November 5, 1955, a 62-year-old car washer was visited at home. He com- 
plained that two days ago, at work, he felt a ‘contracting’ pain in the left hand, 
radiating up the arm to the shoulder and sternum, and lasting about two hours. 
The pain recurred for three hours the night before he was seen. His previous history 
was that he had had increasing deafness for several years, due to otosclerosis. In 
1950 and in 1952 he was off work for three months on account of pain in the left 
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shoulder region, which was diagnosed as a sprained shoulder. He was then working as 
a coal heaver. In 1954 he fractured his left femur and was off work for nine months. 

On examination the pulse rate was 80 per minute, and the blood pressure was 
150/100 mm. Hg. Movements of the cervical spine and of the left shoulder joint 
were restricted and painful. A provisional diagnosis of ‘ cervical arthritis, ? coronary 
thrombosis’ was made. An electrocardiogram on November 18 revealed ‘extensive 
posterior infarction’. After a further period of rest, electrocardiographic examination 
was repeated on December 30, and revealed ‘healing of the posterior infarction’. 
The patient has since remained well. 

Case 4 is an example of coronary thrombosis simulating acute indigestion. 

On November 5, 1955, a 51-year-old bus driver attended the surgery, his last 
recorded attendance being in 1932. He complained of two weeks’ severe epigastric 
and substernal pain after meals, lasting half-an-hour. He also complained of one 
week’s cough productive of purulent sputum. On examination he was pale. The 
temperature was 101° F. (38.2° C.) and the pulse rate 120 per minute. Signs of 
acute bronchitis were present, and there was tenderness on epigastric palpation. 
A provisional diagnosis of ‘acute bronchitis, and acute indigestion ?cardiac ischemia’ 
was made. He was put to bed and a course of sulphadimidine was prescribed. 

In three days the temperature fell to normal and the patient reported that his 
‘indigestion’ was relieved by antacids. Ten days later the patient collapsed and died 
as a result of coronary thrombosis. 

Case 5 is an example of coronary thrombosis presenting by fainting in a 
known case of angina pectoris. 

On November 15, 1955, a 64-year-old housewife was seen for the first time, at 
home, in response to an urgent call. The history was given that while sitting at home 
in the evening, the patient woke from a doze, fainted, and vomited. There was a 
history of 2 years’ substernal pain following effort and after breakfast. 

On examination, the blood pressure was 120/70 mm. Hg, the pulse rate was 8o 
per minute and the temperature was 98.6° F. (37° C.). The next day the blood 
pressure was 180/100 mm. Hg. A provisional diagnosis of coronary thrombosis was 
made, and rest in bed was ordered. On December 9, an electrocardiogram showed 
‘left axis deviation and probable small anterior infarction’. Subsequently the patient 
had an attack of paroxysmal tachycardia but otherwise has remained well. 

It has been stated that in those cases of coronary thrombosis in which no history 
of pain is elicited, it is likely that more outstanding symptoms have masked the pain. 
This case illustrates the point, as the patient admitted two weeks after the event 
that on the day of the faint, she experienced ‘indigestion’ (i.e. ‘hard’ precordial 
pain) after breakfast, which persisted until after the fainting attack in the evening. 

Case 6 is an example of coronary thrombosis recurring for the second 
time in a known case of angina pectoris and presenting as acute left-sided 
cardiac failure. 

On November 19, 1955, a 56-year-old retired wagon repairer walked into the 
surgery complaining of anginal pain every few steps. On examination, he was 
severely dyspnaeic, cyanosed, sweating and near to collapse. He was taken home 
after a brief examination. He gave a past history of epigastric pains on effort since 
August 1954. An electrocardiogram at that time showed the presence of left bundle 
branch block. In June 1955, he was admitted to hospital after two days of cardiac 
asthma, when electrocardiographic examination showed ‘Possible coronary throm- 
bosis’. He was then treated with anticoagulants and six weeks’ rest, and had been off 
work ever since. 

He was visited at home daily, a provisional diagnosis having been made of ‘re- 
currence of coronary thrombosis, and acute heart failure’. His condition began to 
improve with rest, oral digitalis, and mersalyl injections. On November 4, he 
developed acute bronchitis which responded to chlortetracycline. From then on 
his condition improved, and after four weeks he was able to start getting up. On 
January 4, 1956, there was a recurrence of severe chest pain radiating to the epi- 
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gastrium and neck and he was readmitted to hospital. Two days later he died from 
anterior myocardial infarction and heart failure. 

Case 7 is an example of coronary thrombosis in a patient with hypertension 
and a history of toxemia of pregnancy. 

On November 19, 1955, a 46-year-old store manageress attended the surgery 
complaining of the onset, twenty-four hours previously, of recurrent attacks of 
heavy substernal pain. The attacks lasted fifteen minutes and occurred at rest. She 
had been under observation since February 1955, when she was seen for the first 
time. A diagnosis was then made of chronic nephritis following toxemia of preg- 
nancy. The electrocardiogram showed left ventricular strain, and the blood pressure 
was 220/120 mm. Hg. She was given digoxin and ‘serpasil’ and her condition had 
improved. 

On examination, the pulse rate was 80 per minute, and the blood pressure was 
170/100 mm. Hg. A provisional diagnosis of ‘coronary ischemia’ was made, and bed 
rest advised. On November 22, electrocardiographic examination revealed ‘very 
severe L.V. strain, with ischemic changes suggestive but not diagnostic of infarction’. 
A further record on Decernber 20 showed ‘less evidence of ischemia’. Since then 
the patient has gradually increased her activity and is now without symptoms. 

Case 8 is an example of coronary thrombosis with atypical pain in a 
hitherto healthy subject. 

On November 25, 1955, a 45-year-old farmer was seen at home as an emergency 
He complained of the sudden onset of a ‘tearing pain’ in the left shoulder six hours 
previously, radiating to the opposite shoulder, the back of the neck, and both arms. 
On examination he was restless and in severe pain. The pulse volume was small, 
and the blood pressure was 140/80 mm. Hg. A provisional diagnosis of coronary 
thrombosis was made, and he was given morphine, } grain (30 mg.) intramuscularly. 
He was seen eight hours later when the pain was still present but less severe, and 
the blood pressure was 180/120 mm. Hg. A domiciliary electrocardiographic 
examination was negative and he was admitted to hospital that afternoon. Investiga- 
tion was negative apart from a single occasion when an inverted T wave was 
obtained in chest lead 6. Clinically the diagnosis was coronary thrombosis and the 
patient was treated at home by six weeks’ rest. He made a good recovery and has 
now returned to normal activity. 

Case g is an example of coronary thrombosis with characteristic 
presentation. 

On January 5, 1956, a 73-year-old retired engine driver was seen at home at 
6.30 a.m. in response to an urgent call. He complained of a severe aching substernal 
pain since bedtime the previous night. On examination, he was pale, restless and 
sweating. ‘The pulse was weak with a rate of 60 per minute, and the blood pressure 
was 140/90 mm. Hg. There were signs of slight venous overfilling in the neck and 
the hepato-jugular reflex was positive. A provisional diagnosis of coronary throm- 
bosis was made and he was given morphine, } grain (30 mg.), intramuscularly. 
Domiciliary electrocardiographic examination that afternoon confirmed the diagnosis 
and the patient was admitted to hospital where he continued to complain of the 
same pain for a further twenty-four hours. His condition then improved. 


DISCUSSION 
This series of cases is unusual in that they occurred so close together. 
In this average-sized practice the usual incidence is about once every two 
months. Their proximity in time served to emphasize the wide variation 
in presentation of this important and common disease. The series brought 
into prominence the question of disposal of the patient from the general 
practitioner’s point of view. When the supply of hospital beds is limited 
and one is concerned to dislocate the patient’s life as little as possible, 
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domiciliary consultation and electrocardiographic examination are in- 
valuable. If the diagnosis is confirmed and treatment by anticoagulants is 
considered advisable, arrangement for admission can then be made. In 
other cases, in which the patient’s condition is good and the treatment is 
rest alone, the patient may be cared for at home. 


SUMMARY 
Nine consecutive cases of coronary thrombosis occurring in general practice 
are described, illustrating the wide variety of presentation. 
The problem of whether such patients should be treated at home or in 
hospital is briefly discussed. 
I wish to thank Dr. H. Brostoff for his advice and encouragement. I am also 


grateful to Dr. A. Wingfield of Willesden General Hospital and to Drs. Ball and 
Asher of Central Middlesex Hospital for seeing some of these patients. 


EPHEDRINE 
A USEFUL DRUG IN GENERAL PRACTICE 
By B. BENDKOWSKI, M.B., Cu.B. 


General Practitioner, and Clinical Assistant, Allergy Clinic, 
North Lonsdale Hospital, Barrow-in-Furness 


‘Be not the first by whom the new are tried, 

Nor yet the last to lay the old aside’.—Alexander Pope. 
GENERAL practitioners see patients with complaints which are sometimes 
impossible to classify. Such illnesses may be protracted and it is the general 
practitioner who has to treat these patients day after day, week after week, 
for years. How well he can manage them depends upon his knowledge of 
the natural history of disease, of his patients, and their surroundings, and on 
skilful administration of drugs. 

There has been rapid progress in the therapeutic field in the past ten 
years. The advent of new drugs has tended to overshadow the old ones, 
some of them of great value. Ephedrine is one of those ‘old’ drugs which, 
like many other general practitioners, I have found most useful in practice. 
According to Gaddum and Kwiatkowski (1938), ephedrine inhibits amine 
oxidase, an enzyme, which destroys adrenaline, and thereby potentiates the 
action of adrenaline. There are two main pharmacological actions of 
ephedrine: relaxation of smooth muscle and stimulation of the central 
nervous system. Because of these two important effects and the fact that it 
can be given by mouth, ephedrine is used in a variety of diseases. Incidentally, 
it is a drug with a wide margin of safety (Goodman and Gilman, 1955), and 
it rarely produces allergic reactions (Alexander, 1955). 


PREPARATIONS 
Two salts of ephedrine are used in therapeutics: ephedrine hydrochloride 
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and ephedrine sulphate, both of which are levorotatory. Ephedrine hydro- 
chloride is generally used in clinical practice. It is available as tablets, 
capsules, ampoules for injections, nasal sprays, and elixirs. 
The following preparations are included in the National Formulary, 
195 
Ephedrine elixir (4 grain [30 mg.] in 120 minims [8 ml.]) 
Ephedrine nasal drops (1 per cent. ephedrine) 
Penicillin and ephedrine nasal drops 
Ephedrine hydrochloride tablet ({ grain [8 mg.]; } grain [16 mg.]; } grain 
[30 mg.]; 1 grain [60 mg.]) 

Ephedrine tablet for infants (4 grain [8 mg.]) 

Belladonna and ephedrine mixture for infants (4 grain [8 mg.] in 60 minims 
[4 ml.]}) 

Ephedrine can be given by subcutaneous, intramuscular or intravenous 
injection but, according to Goodman and Gilman (1955), absorption from 
subcutaneous or intramuscular injections is no quicker than from the 
intestinal tract. 


Ww 


BRONCHIAL ASTHMA 

Ephedrine relieves the bronchospasm and stimulates the respiratory centre. 
The antispasmodic effect of ephedrine is less prominent than that of 
adrenaline, but it is more prolonged. Although many clinical teachers say 
that there is no place for polypharmacy in modern medicine, there are 
undoubtedly exceptions, and one is that in some asthmatic patients a better 
therapeutic result is achieved if ephedrine is combined with iodides, bar- 
biturates, antihistamines or aminophylline. I have been using the following 
mixture with great success, and no side-effects, in asthmatic infants and 
children :-— 

Ephedrine hydrochloride } grain (8 mg.) 

Elixir ‘benadryl’ 60 minims (4 ml.) 

(The dose of ephedrine is adjusted according to age) 

I believe that the soporific effect of ‘benadryl’ inhibits the central stimulant 
action of ephedrine. The effect of antihistamines in bronchial asthma is 
controversial, but they have a definite drying effect in allergic rhinitis and 
a similar effect on bronchial secretion. This atropine-like action of an anti- 
histamine and the antispasmodic action of ephedrine produce a gratifying 
result in an asthmatic child within twenty-four hours of the first dose. | 
prescribe this mixture thrice daily for children suffering from both allergic 
rhinitis and asthma. 

For chronic bronchial asthma complicated by chronic bronchitis and 
emphysema I prescribe elixir ephedrine B.P.C., 60 minims (4 ml.) thrice 
daily. For those chronic asthmatics who suffer also from allergic rhinitis I 
have found the following mixture thrice daily very useful: 


Ephedrine hydrochloride } grain (16 mg.) 
Elixir ‘phenergan’ 60 minirns (4 ml.) 
Syrup of codeine 60 minims (4 ml.) 


Some patients benefit from mixture of ipecacuanha and morphine B.P.C.; 
I like to reinforce it as follows :— 
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Ephedrine hydrochloride } grain (30 mg.) 
Mixture of ipecacuanha and morphine 4 ounce (14 ml.) 


Ephedrine is very stable and it can be safely combined with any mixture. 
‘Tolerance to ephedrine develops after prolonged use, but a full therapeutic 
effect can be regained after stopping the drug for a few days. In my ex- 
perience, when an asthmatic patient does not respond any more to ephedrine, 
it is necessary to reconsider his case and to look for respiratory infection. 
Of the numerous proprietary preparations containing ephedrine and used 
in the treatment of asthma I have found ‘franol’ tablets and ‘amesec’ capsules 
very useful. 

One ‘franol’ tablet contains ephedrine hydrochloride 3/20 grain (9 mg.), theo- 
phylline 2 grains (0.12 g.), phenobarbitone § grain (8 mg.). One ‘amesec’ capsule 
contains ephedrine hydrochloride 3 grain (24 mg.), aminophylline 2 grains (0.12 g.), 
amylobarbitone } grain (24 mg.). 


NOCTURNAL ENURESIS 
This is a common disorder especially among boys under 8 years of age. 
In one year (1955) I have treated 36 cases of nocturnal enuresis in a practice 
of 5000 patients. There were only two girls among them. Some mothers do 
not consult their doctors as they believe that the complaint is not curable. 
The literature on this subject is vast, but the etiology still remains con- 
troversial. The enuretic children are often sent to a psychiatrist for the 
discovery of conflicts; to a surgeon for circumcision and cystoscopy; to the 
x-ray department for x-ray of the spine and pyelography; to ear, nose and 
throat clinics for removal of tonsils and adenoids; to the pathological labora- 
tory for investigation of urinary infection and intestinal parasites, but 
usually all these tests are negative. In my experience special investigations 
are unnecessary. The nocturnal enuresis probably results from the auto- 
nomic imbalance (Hobhouse, 1932; Brookfield, 1937) and inadequate 
cortical inhibition (Bett et a/., 1955). It is important to understand the 
somatic factors associated with micturition. After physical examination for 
any congenital deformities of the spine and external genitalia, I reassure 
the parents that the child’s trouble can be cured. An enuretic child should 
have no fluids for two hours before going to bed and I give one tablet of 
methylephedrine, } grain (40 mg.). The dose can be increased to 1} or 2 
tablets. Methylephedrine stimulates the central nervous system less than 
ephedrine. I have tried belladonna and amphetamine, but the results with 
methylephedrine are always better, and the improvement in all 36 children 
taking methylephedrine was apparent within a week. The treatment with 
methylephedrine and fluid restriction should be continued for six to nine 


months. 


NEUROGENIC BLADDER 
Patients suffering from advanced disseminated sclerosis hemi- or para- 
plegia are incontinent of urine and cause hardship to those who nurse them. 
There are still many families who look after their chronically sick relatives 
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in their homes. I prescribe ephedrine hydrochloride, 4 grain (30 mg.), 
or methylephedrine, § grain (40 mg.), thrice daily for such patients, and the 
relatives tell me that their patients have better control of bladder. Ephedrine 
has to be given with great care to patients suffering from hypertensive, 
ischemic heart disease. It is sometimes practical to give ephedrine in 
solution to those patients who cannot swallow tablets and I have found the 
following mixture useful, when given three times a day :— 

Ephedrine hydrochloride } grain (30 mg.) 
Mixture of potassium citrate B.P.C. } ounce (14 ml.) 


DIABETIC NOCTURNAL DIARRH@A 

This condition is found in patients suffering from long-standing diabetes 
mellitus and diabetic tabes. Attacks of diarrhoea occur usually at night time 
and may be accompanied by incontinence of urine. It is caused probably 
by parasympathetic overactivity during sleep, resulting from neuritis of the 
autonomic nervous system. I have one female patient in the practice who is 
suffering from this disorder. Investigation of stools and barium enema 
showed nothing abnormal. Her complaint is controlled by ephedrine hydro- 
chloride, $ grain (30 mg.) thrice daily. 


HEART BLOCK AND POSTURAL HYPOTENSION 
Heart block.—Ephedrine prevents the syncopal attacks of Adams-Stokes 
syndrome by increasing the idioventricular rate of the heart. It augments 
the stroke volume, enhances cardiac output and raises the blood pressure. 
It should be prescribed in minimal effective doses for such patients. To 
counteract the central stimulating action of ephedrine, barbiturates should 
be given, as such patients are already very apprehensive. I have one female 
patient, aged 70, suffering from heart block, whose syncopal attacks are 
prevented by ephedrine hydrochloride, § grain (30 mg.) twice daily, and 
the anxiety associated with her complaint by chlorpromazine, 25 mg. twice 
daily. 

Postural hypotension and the syncopal attacks associated with it can be 
relieved by ephedrine. In some cases the blood pressure is not improved, 
but the patient feels better, as in one nurse, aged 23, whose blood pressure 
of 100/70 mm. Hg is not improved by ephedrine, but she does not faint 
any more. 

LOCAL APPLICATION 
Mucosal congestion.—Solutions of ephedrine, 0.5 to 2 per cent., may be 
used in allergic rhinitis, acute coryza and sinusitis. Local application of 
ephedrine solution to congested mucous membranes produces rapid and 
intense vasoconstriction lasting over two hours. There is none of the after- 
congestion which follows the use of adrenaline. Nasal secretions are acid 
and the solutions for nasal use should also be acid: pH 5.5 to 6.5. In patients 
suffering from protracted allergic rhinitis the mucous membrane and the 
skin around the nostrils may be cracked or excoriated, causing much pain 
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and discomfort. I have found the following cream of great help :— 


Ephedrine hydrochloride 0.5 per cent. 
Yellow mercuric oxide 1.0 per cent. 
Hydrous ointment B.P. to 100.0 per cent. 


There are numerous proprietary nasal drops and most of them contain 
ephedrine or its derivatives as the main ingredient. In my experience, 
ephedrine, 1 per cent., with silver protein, 1o per cent., is satisfactory in 
most cases of sinusitis met in general practice. 

Eye-drops.—Although atropine and homatropine are used now mostly as 
mydriatics, ephedrine can be applied should the patient be sensitive to 
these drugs. Aqueous solutions of ephedrine, 3 to 5 per cent., can be used 
for this purpose. 

The skin.—1 searched the literature for a possible use of ephedrine in 
skin diseases, but I have found no reference. Since ephedrine relieves the 
nasal congestion, I thought it might have a similar local effect on certain 
skin conditions. I therefore tried ephedrine hydrochloride, 1 per cent., in 
hydrous ointment B.P. in 16 patients suffering from various kinds of eczema, 
and I have found that it has a beneficial effect in acute, exudative eczema. 
The inflammation and exudation are arrested within twenty-four hours of 
the first application of the cream. The ephedrine had no antipruritic 


properties. 


ASPHYXIA NEONATORUM 
‘Cardiazol’-ephedrine injections have been advocated for the treatment of 
asphyxia neonatorum (Leak, 1953). I have used this preparation successfully 
in two such cases. One millilitre of this preparation contains 1} grains 
(100 mg.) of leptazol and } grain (16 mg.) of ephedrine hydrochloride. It 
can be injected subcutaneously or into the left ventricle. 


SIDE-EFFECTS 

Some patients experience nervousness, insomnia, headaches, tachycardia 
and precordial pains. Men suffering from prostatism may have difficulty 
in urination while taking ephedrine. Allergic reactions are rare and usually 
result from prolonged use of ephedrine nasal sprays. Eczematous lesions 
of the nostrils and face have been described from local application of 
ephedrine, and a scarlatiniform eruption was recorded after taking the drug 
for asthma (Alexander, 1955). 


CONCLUSIONS 
Ephedrine is a useful drug in the management of many chronic disorders 
which every general practitioner meets in his practice. 
It is a safe, cheap drug and, being a stable compound, it can be given alone 
or in combination with other drugs. 
Most of the proprietary preparations used for the treatment of chronic 
asthma contain ephedrine or its derivatives. The only advantage of these 
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preparations lies in the barbiturates which many of them contain and which 
abolish some of the side-effects of ephedrine. 

It would be of great help to general practitioners if a suitable compound 
tablet or capsule of ephedrine, a barbiturate and aminophylline, for the 
treatment of chronic asthma, could be introduced into the National 
Formulary. 
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A NURSE IN GROUP PRACTICE 


By J. A. S. FORMAN, M.B., B.Cuir. 
Barnstaple, N. Devon 


Most general practitioners will agree that their shortest currency is time. 
They will also agree that much time is taken up each day by work which is 
really nursing and not doctoring: e.g. dressings and injections. It was for 
this sort of reason that our group practice decided to employ a full-time 
nurse. We now have over five years’ experience of this appointment, and 
other groups and partnerships may be interested to learn how we have fared. 
It may be said at once that there is complete agreement in the group that it 
has been a constructive step. Not only has it given us more time per patient, 
but some of the work is better done than it ever was before. 


HER DUTIES 

The group comprises seven partners working from a central surgery in a 
market town, and dealing with town and country patients in about equal 
numbers, in addition to certain hospital appointments. Secretarial and 
receptionist staff are employed, and Sister is almost wholly employed in 
actual nursing, and the care of instruments and linen. In crises, however, 
she helps out the receptionists; and she has administrative responsibility for 
some part of the receptionist work and record-filing. 

In the converted two-storey house which is the group’s central surgery, 
Sister has a ground-floor room equipped to deal with dressings, minor 
surgery, and minor eye-work. Attached are a small waiting-room for § to 10 
patients and a store-room for dressings and instruments. Patients requiring 
dressings, injections or minor surgery are referred here by the doctors 
taking surgeries. Patients on courses of injections, or who require repeated 
dressings, go direct to Sister’s waiting-room at times arranged by her. 
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Sister handles virtually all subcutaneous and intramuscular injections 
given at the surgery (including the immunization of infants); this alone saves 
us many hours a week. In addition, she deals with all dressings, removes 
stitches, syringes ears, and cleans up casualties, on request of the doctor 
concerned. By-products of the arrangement are her record-keeping for 
vaccinations, and immunizations, whereby she can spot and pursue defaul- 
ters; and also her records of anesthetics given and minor operations 
performed. Children who have to undergo injections or other painful 
procedures are much better handled by her, as they do not associate the 
experience with their doctor, and come to subsequent examinations by 
him with unimpaired confidence. On occasion, this is a great advantage. 

Time is again saved, and standards raised, at minor operations. ‘The 
‘surgeon’ and ‘anesthetist’ are not summoned from their rooms until the 
patient is prepared, the sterilized instruments laid out, and the McKesson 
apparatus turned on. The recovery stage can be left to Sister. In like manner 
eyes are prepared for examination: e.g. with local anesthetic or mydriatic. 

She also keeps ready trays prepared for pelvic examinations, venepuncture 
and rectal examinations, and chaperones for these events if required. She 
collects catheter specimens, and sets up and reads E.S.R. tubes. In a less 
scientific, but no less welcome, role she comforts the frightened, manages 
the difficult, and generally pours oil on troubled waters. She has even been 
heard to issue gentle admonishment in deserving cases, and, to her credit 
be it said, such cases occur not only in the patient population, but also 
among the doctors and staff. 

The group owns a small autoclave, for which Sister packs dressing drums 
for maternity and other cases requiring sterile equipment in the patient’s 
homes. These drums are autoclaved weekly and are available to take out 
at any time. Syringes and needles are packed by her in containers of the 
London Hospital pattern, sealed with cotton-wool plugs, autoclaved, and 
finally selo-taped down. These will stand rattling around the dashboard shelf 
of the car, and they remain sterile. Used towels, gloves and syringes are 
returned to her in a bundle, to re-emerge, as if by magic, sterile and sealed 
for the next occasion. To those used to hospital routine, this may seem an 
obvious and even trivial arrangement, but general practitioners will readily 
appreciate what a difference it makes to the day’s work. 


THE VALUE OF HER WORK 

Sister’s hours are arranged to coincide with surgery times: that is, she 
works till 8 p.m. and has time off in the afternoons. Except for half-an- 
hour on Sunday mornings devoted to essential injections and dressings, 
she has the weekends off duty. She has no concern with our antenatal 
‘clinic’, as the district midwives cover it. Nor does she overlap the work of 
the district nurses by taking on work outside the surgery building. 

As an instance ot how treatment has changed for the better since Sister’s 
arrival, the management of varicose ulcers may be mentioned. She finds 
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time, where we sometimes could not, to apply a variety of supportive 
dressings, most commonly the time-honoured but highly effective Unna’s 
paste and crépe bandage. With her painstaking help, and that of the sur- 
geons in some instances, the great majority ot the varicose ulcer population 
of the practice now have healed and well-controlled legs. Similarly the 
treatment of skin conditions, in general, has undergone a revolution. 

Lastly, we all benefit from her influence in the surgery. Her hospital 
standards of hygiene, and her example of personal service to the patients, 
give an important lead to the younger members of the surgery staff. Her 
contribution of ideas when new ventures are under discussion, has been a 
valuable one, and her feminine guidance in matters of furnishing and 
decorating has given us quite a new look. 


TRAINEE NURSES 
Latterly she has taken under her wing for periods of about a year a series of 
girls intending to train in nursing, who find that they have a year to fill in 
between leaving school and starting at their preliminary training schools. 
Some of these girls have taken part in receptionist work in addition, and 
some have worked entirely with Sister. In either case they are paid a small 
salary by the partnership for their assistance, while they gain practical 
experience of elementary nursing principles. These posts have become 
sought after. 

THE COST 

The cost of employing a full-time nurse in a partnership may have deterred 
some practices from making the experiment; and, of course, the cost of 
her salary and equipment is not negligible. But it should be remembered 
that this can be claimed against income tax as an expense. Further, the 
relief from many time-consuming procedures does enable a practice to 
handle properly a considerably larger patient population than it could 
care for without a nurse. Taking these factors together a group of seven 
doctors can easily carry a nurse, and it is felt that groups of five, four, or 
even three, would not find it difficult. And the satisfaction of having the 
work well done is well worth some small financial burden. 


SUMMARY 

It may be said, without labouring the obvious, that in selecting a nurse for 
such a post, the individual’s personality is the chief criterion of suitability. 
The work, however, does carry considerable responsibility, and it is of 
great advantage for a nurse in this work to have held a Sister’s appointment. 
Special experience is probably most useful in theatre work, eye-work, 
dermatology, pediatrics and gynecology. But the ability to handle patients 
well (and, be it said, the ability to handle tired and sometimes exasperated 
general practitioners) are the chief qualifications. 

The experiment has been an unqualified success in this group practice, 
and a similar appointment can be confidently recommended to any other 
group who may be contemplating it. 











‘CATEGORY’ MEN 


By H. J. C. J. L’ETANG, B.M., D.LH. 


THE medical examination of recruits for the Armed Forces is becoming 
increasingly strict for several reasons. It is said that in the exacting conditions 
of modern warfare, only the fittest can survive, and further, that if a man 
with a disability is recruited, he can complain about this should he wish to 
avoid uncongenial duty. There is also the risk that a serviceman may claim a 
disability pension on the grounds that military service aggravated some 
pathological condition, in itself trivial. A final, and less worthy, reason is 
the fear that comment in Parliament or the Press may condemn the members 
of medical boards for admitting recruits who are, to the lay mind, disabled. 

Yet, many members of the Armed Forces have rendered useful, and even 
distinguished, service in spite of physical disability. In this article, examples 
have been selected from three groups of serving men: commanders and staff 
officers, air crew, and front line troops. 


COMMANDERS AND STAFF OFFICERS 
In 1952, Field Marshal Sir William Slim! enumerated certain qualities that 
a commander should possess: will power, judgment, flexibility of mind, 
knowledge of men and military affairs, integrity, and moral and physical 
courage. He made no mention of physical fitness—and indeed, all these 
qualities could be present in a person judged unfit by medical standards. 
Many outstanding commanders have had physical disabilities, and the 
country would have lost considerably if medical boards had been too strict 
or obstructive. 

By 1797, Admiral Lord Nelson was blind in the right eye, and had lost 
his right arm, but he served successfully until he was killed at the Battle 
of Trafalgar in 1805". General Carton de Wiart, V.C., lost his left eye and 
left arm in the 1914-18 War, but commanded British troops in Norway in 
the 1940 campaign*. Lord Wolseley (1833-1913), who became commander- 
in-chief of the British Army, had one eye almost destroyed in the Crimean 
War'*, and Lord Roberts, V.C., (1832-1914) lost the sight of his right eye 
in childhood’. It is salutary to reflect that the latter would probably not be 
admitted into the Army today. Lord Wavell, the commander of the first 
successful campaign in the Western Desert in 1940, had lost the sight of his 
left eye in 1916°. General Sirovy, the Czech commander-in-chief in 1938, 
was blind in the right eye’, and General Moshe Dayan, the present Israeli 
chief of staff, has lost the sight of his left eye’. 

Even the totally blind have served. John Zizka of Trocnow (1376-1424), 
a Bohemian noble, lost the sight of both eyes on active service, but continued 
to command in the field with success*. In the 1939-45 War, Air-Commodore 
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Huskinson was blinded in an air-raid in 1941, but served in an administrative 
capacity afterwards’. 

The modern commander travels over the battlefield by jeep or helicopter, 
and loss of a limb should not debar him from service. Lieut.-General Sir 
Geoffrey Bourne, appointed commander-in-chief, Middle East Land Forces, 
in 1956, lost an arm in a bob-sleigh accident early in his career but, despite 
this, served with an airborne unit in the 1939-45 War'®. When generals and 
staff officers covered the battlefield on a horse, loss of a limb must have been 
a considerable disadvantage, but the records of the Confederate States Army 
provide examples of men who overcame this inconvenience". General R. S. 
Ewell, known to the troops as ‘old bald head’, lost a leg at Groveton in 1862, 
and later, at Gettysburg, his wooden leg was struck by a shell. Stapleton 
Crutchfield, chief of artillery of II Corps, lost a leg at Chancellorsville in 
1863, and was killed in action in 1865. Major-General M. C. Butler lost a 
foot at the battle of Brandy Station, and Lieut.-General J. B. Hood lost a 
leg at Chickamauga, but both carried on in the field after their wounds had 
healed. As Ewell said to a friend: ‘You see how much better fixed for a 
fight I am than you are. It doesn’t hurt a bit to be shot in a wooden leg’. 

The crushing responsibilities of leadership might be thought to render 
these men liable to the ills of professional men and business executives, 
notably hypertension, atherosclerosis and coronary thrombosis. The few 
references are of some interest. After August 1942, several of Rommel’s 
letters to his wife allude to his ‘blood pressure’ and ‘circulation troubles’™. 
Yet he played an important part in the war until ordered to take his life by 
Hitler in the autumn of 1944. General Stumme, Rommel’s deputy, was 
hypertensive, and died of a heart attack just after the Battle of Alamein had 
begun”. The most striking example is that of General Heinz Guderian™. 
Despite his brilliant leadership of Panzer Group II in 1941 against the 
Russians he was dismissed by Hitler. He was later told he had a ‘weak heart’ 
and in November 1942 he suffered a complete collapse and was unconscious 
for several days. In February 1943, Hitler appointed him inspector general 
of the Armoured Corps, and chief of the general staff in July 1944. Pre- 
sumably, Hitler’s orders would overrule any misgivings on the part of 
medical boards or doctors. 

General Ludendorff, the German chief of staff, underwent a thyroid- 
ectomy after the 1914-18 War, and maintained that had the gland been 
removed earlier, Germany would have won the War™. Perhaps it was as well 
that General G. C. Marshall, who became the American chief of staff in 
1939, had his thyroid removed before the Pearl Harbour attack”. 

Novelists have done much to fix in the public eye a picture of an irascible 
general crippled with gout. Count Albrecht von Wallenstein (1583-1634) 
suffered from an attack at the battle of Lutzen, and had to be carried over the 
battlefield in a sedan chair’, Field Marshal Blamey, the Australian com- 
mander-in-chief in the 1939-45 War, had gout and renal colic. His remedy 
for the latter was horse-riding'’. General Eisenhower injured his knee while 
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a cadet at West Point, and a medical board questioned the desirability of 
giving him a commission'*, General Troy Middleton, who commanded the 
American VIII Corps in 1944, suffered from arthritis of the knee. General 
Marshall’s remark about Middleton makes an adequate conclusion to this 
section on commanders and staff officers: ‘I would rather have a general with 
arthritis of the knee, than arthritis of the head’?*. 


AIR CREW 

Even in the 1914-18 War, potential pilots underwent a particularly rigorous 
medical examination, for it was realized that besides courage of a high order, 
they should possess special psycho-sensory skills and powers of coordina- 
tion. It is noteworthy that Major Mannock, V.C., the most successful 
British fighter pilot of the 1914-18 War, with 73 ‘kills’ to his credit, suffered 
from defective vision in one eye, and passed his medical examination by 
memorizing the sight testing card'*! What is even more remarkable is that 
General Adolph Galland, the Luftwaffe fighter pilot of the 1939-45 War, 
flying, of course, at far greater speeds than Mannock, suffered from defective 
vision. In an accident in 1936, glass splinters entered his left eye, but he too 
memorized the letters on the test card. Galland has been credited with 105 
‘kills®®, The success of two well-known civil pilots should be recalled when 
evaluating sight tests. Wiley Post had only one eye, and Jacqueline Cochran, 
the American woman test pilot, suffers from ocular imbalance, has never 
had depth perception, and has never used more than one eye on take-off or 
landing*'. At least one myopic bomber pilot in the 1939-45 War used contact 
lenses™*; one wonders if more did not resort to this subterfuge. 

Bader’s remarkable work in the 1939-45 War, when he flew fighter missions 
despite the loss of both legs*, has tended to obscure the deeds of other 
amputees. In the civil field, Alexander de Seversky lost a leg in the 1914-18 
War, and continued to fly, as did Benny Howard, the Douglas aircraft test 
pilot, after losing a leg in 19367". Sam Logan, an American marine pilot, 
lost his right foot, but with a prosthesis continued flying, though not on 
combat missions. Another American, Lieut. D. S. Lyons, had his left leg 
removed below the knee, but resumed flying duties with an aircraft carrier™. 
A Royal Naval pupil pilot, Colin Hodgkinson, lost his legs in a collision, 
but later entered the R.A.F. and flew Spitfires in operations in the 1939-45 
War*®. Squadron Leader J. A. F. MacLachlan, D.S.O., D.F.C., continued 
to fly after one arm was amputated, as did Sergeant de Mezillis of the Ile de 
France Squadron”. 

FRONT LINE TROOPS 
It may be argued that commanders and staff officers never experience the 
rigours of the soldier in the slit trench, or the naval lookout in the arctic 
cold—and that disabilities that cause minor inconvenience at the Command 
level are incompatible with front line service. 

Yet, two well-known front line soldiers of the 1939-45 War were disabled 
to a certain degree. Colonel Otto Skorzenny, the German paratrooper, who 
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has been described as a ‘commando extraordinary’, suffered from chole- 
cystitis—in fact he was on sick leave from the Russian Front in 1942 when a 
trick of fate introduced him to those irregular activities which began with 
the rescue of Mussolini from the Allies*®*. On the Allied side, Colonel 
Vladimir Peniakoff, who suffered from bronchitis and hypertension, led his 
force, which came to be known as ‘Popski’s private army’, in highly irregular 
activities, mostly behind the German lines in Africa and Italy’. 

There must be countless examples of front line soldiers suffering from 
every type of disorder, and unfit to fight, as judged by normal medical 
standards, who carried on, and even concealed sickness, rather than leave 
their comrades. One has only to read how, in 1942, the men of the 1st Burma 
Corps, ravaged by illness, hungry and thirsty, fought their gallant with- 
drawal**, or how the defenders of Dien Bien Phu in 1954 returned to the 
fight after being wounded two and three times®’, to realize that much 
individual gallantry by ‘disabled’ men is unrecorded. Sir John Fortescue 
tells of Capt. Campbell of the 74th Foot who lost an arm in action in 1801 
and later broke the wrist of the other arm while hunting. At Assaye, in 1803, 
he charged with the reins in his teeth, his sword in his damaged hand*®. 

During the American Civil War, the Union formed a regiment of con- 
valescents to guard prisoners, but on one occasion this unit went into action 
against Wade Hampton’s cavalry. Subsequently a medical board found that 
four-fifths of the men were not only unfit for any form of duty, but were 
actually unfit to be out of bed*! 

In 1944, the German army began to employ men who in other armies 
would have been invalided®. The 7oth infantry division, stationed in 
Walcheren and South Beveland, was largely composed of men with stomach 
disorders, real and feigned. Special diets were provided and, as a result, the 
rest of the German army called it ‘the white bread division’. No doubt 
fitter troops would have resisted longer, but the British assault troops from 
the 52nd (mountain) division and the commandos had some brisk fighting 
between October 24 and November 9, 1944, before capturing the islands. 

Later in 1944, the Germans recruited more stomach battalions and also 
ear battalions*. Qualifications for the latter units included bilateral deafness, 
bilateral ear disease, and unilateral ear disease with some other physical 
infirmity. The ear units were not an unqualified success. Verbal orders had 
to be given by gestures. The men could not hear the sound of approaching 
shells, and many were killed because they could not take cover in time. There 
was also an unusually high mortality among guard commanders, because 
these deaf men not unnaturally fired first, and asked questions afterwards! 


CONCLUSIONS 
It is true that many of these men are so outstanding as to be classified as 
exceptions. Fully determined to serve, they no doubt deceived medical 
boards, and used every influence to enter, or remain with, the Armed Forces. 
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Would Air Chief Marshal Sir John Slessor be able to enter the R.A.F. 
today? In childhood he suffered from infantile paralysis and both legs were 
paralysed. In 1914, a medical board rejected him as ‘totally unfit for any 
form of military service’. Fortunately, the officer responsible for recruitment 
into the Royal Flying Corps was a friend of the family: Slessor was admitted, 
flew on active operations in the 1914-18 War, and eventually in 1950 became 
Chief of Air Staff. 

One has an uneasy feeling that many more men with minor disabilities 
are lost to the armed forces, because they lack that influence or extra deter- 
mination that enables some to defy the apparently final decision of a board. 
Should not the doctor, before he rejects a man for military service, ask 
himself whether he is rejecting a man who has it in his power to serve his 
country, and even to shape world events? Such a course would require the 
moral courage of the doctor who, after Orde Wingate had attempted suicide 
in 1941, recommended that he should continue to be employed in the 
Army**. Wingate’s subsequent success in Burma is the measure of the 
reward accorded to a doctor who is prepared to consider man as a whole, 
rather than man’s disabled parts. 


I should like to thank Major Geoffrey Tylden for much help and encouragement 
in the preparation of this article. 
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CURRENT THERAPEUTICS 
CV.—SKELETAL MUSCLE RELAXANTS 


By J. D. P. GRAHAM, M.D., F.R.F.P.S., F.R.C.P.Eb. 
From the Department of Pharmacology, Welsh National School of Medicine, Cardiff 


SINcE the subject was last reviewed in this series (Mushin, 1950) there has 
been a great increase in the number of ‘relaxant’ agents made available 
and in the therapeutic uses suggested for them. Renewed consideration of 
the topic may therefore be helpful. 

One might usefully classify ‘depressants of motor function’ in four groups: 

(a) ‘General anzsthetics’, which abolish voluntary motor activity incidental to 
the loss of consciousness. They exert a variable effect on skeletal muscle tone 
and reflexes. 

(b) ‘Anticonvulsants’, which, in amounts which do not affect consciousness, 
depress initiation (barbiturates) or excessive extension (phenytoin) of impulses in 
the upper motor neurones and their passage in adjacent circuits. 

(c) Centrally acting ‘muscle relaxants’, which relieve hyperkinetic and spastic 
states by similarly inhibiting polysynaptic circuits in the motor neurones of the 
reticulum of the brain stem, extra-pyramidal pathways and reflex internuncial 
circuits in the spinal cord: e.g. benzhexol, caramiphen, mephenesin. 

(d) Peripheral ‘muscle relaxants’ which act at the termination of the lower motor 
neurone and inhibit transference of the impulse to the skeletal muscle fibre: e.g. 
curariform drugs and persistent depolarizing agents such as suxamethonium. 

Inevitably there is a considerable overlap in the site of action of these 
drugs, particularly (b) and (c). 


PHYSIOLOGY AND PHARMACOLOGY 

For the most part motor activity is initiated in the cerebral cortex and 
discharged via the great pathway to the motor nuclei of the cerebral nerves 
or the anterior grey columns of the spinal cord. This dominant mechanism 
is modified by impulses from lower motor centres including the reticulum 
of the brain stem, the cerebellum and various cerebral nuclei. Integrated 
with voluntary movement are the important functions of protective and 
postural reflexes and the maintenance of muscle tone. This complex works 
as an integrated whole. The precise role of various structures is not fully 
elucidated. Those drugs which depress the ‘modifying’ mechanisms rather 
than the dominant cerebrospinal pathway are the so-called ‘centrally acting 
muscle relaxants’. When the motor impulse reaches the cells of Clarke’s 
column the process is easier to understand. The electrical discharge down 
the motor axon and its terminal subdivisions gives rise to a contraction 
which is accompanied by a recordable change in potential in the muscle 
fibre. 

There are still two schools of thought as to how the impulse crosses the 
neuromuscular synapse but their differences diminish. The end of the 
nerve is a complex structure (the end-plate) applied to a highly sensitive 
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part of the muscle fibre. When the impulse reaches the terminal swelling 
there is a release of acetylcholine (A.Ch.), the end-plate region of the muscle 
cell membrane is depolarized (end-plate potential recorded) and the fibre 
contracts. The role of A.Ch. in neuromuscular transference is vital whether 
or not it is the prime agent in transferring the altered electrical state from 
nerve to muscle. Reflex muscle tone and voluntary contraction are degrees 
of the same process, depending upon how many fibres in a muscle are in 
a state of contraction at any one time and for how long. 

Substances which modify the sensitivity of the end-plate region of the 
muscle fibre so that it no longer responds to the usual quantum of A.Ch. 
are curariform and cause flaccid paralysis of the affected muscle. Substances 
which increase A.Ch. locally by inhibition of cholinesterase (e.g. neostig- 
mine, eserine, dyflos) antagonize this effect. In direct contrast are those 
substances (suxamethonium, decamethonium) which imitate rather than 
antagonize A.Ch., which depolarize the end-plate region (giving rise to 
initial fibre contraction) but which are more resistant to cholinesterase 
than is A.Ch. and which therefore cause muscle paralysis by persistence 
of a state which should be speedily reversed. 


ANTISPASTIC AGENTS 
Pre >urations of belladonna are of value in Parkinsonism, and synthetic 
antihistamines such as diphenhydramine (‘benadryl’) and promethazine 
(‘phenergan’) relieve hyperkinetic states. Further efforts have been made 
to synthesize drugs in which the peripheral actions might be diminished 
and the central actions enhanced. These efforts have been partially success- 
ful. The useful ‘centrally acting muscle relaxants’ are of three types: 

(a) Diethazine (‘diparcol’), ethopropazine (‘lysivane’) and chlorpromazine 
(‘largactil’) are related to promethazine. Peripherally they show considerable 
atropine-like and variable antihistamine activity (least in chlorpromazine) 
and degrees of antagonism to adrenaline (high in chlorpromazine). They 
depress cellular function, particularly chlorpromazine. In the latter this 
shows itself in local anesthetic potency, quinidine activity, lowering of the 
basal metabolic rate, relaxation of smooth muscle, depression of skeletal 
muscle and synergism with curare and ether (Courvoisier ef al., 1953). 
Chlorpromazine may cause hepatitis and diethazine agranulocytosis. 
Centrally the depressant action is strongest in chlorpromazine which is a 
sedative, hypnotic or adjuvant of hypnotics, anesthetics and analgesics, 
and depresses subcortical function so as to inhibit reflex autonomic and 
motor adjustments. The protean manifestations include hypothermia and 
relaxation of muscle tone. Diethazine is more toxic than ethopropazine; 
their effect on reticular and other motor centres is such as to relieve some 
cases of hyperkinesis. Benzotropine is a recent attempt to combine the 
motor sedative effects of diphenhydramine and atropine. It is potent and 
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long lasting but produces dizziness, dryness of the mouth and some blurring 
of vision. 

(b) Caramiphen (‘parpanit’) and benzhexol (‘artane’) are synthetic pre- 
parations with similar properties. Readily absorbed and quickly destroyed, 
they exert mixed atropine and central effects, relieving spasticity and 
tremor to a variable degree in man and antagonizing the tremor caused in 
animals by toxic doses of nicotine (‘nicotinolytics’). Benzhexol in particular 
is a cortical stimulant, countering lethargy and apathy. A high proportion 
of patients suffer discomfort during their use: dry mouth, blurred vision, 
or dizziness, nausea, epigastric pain. 

(c) Mephenesin (‘myanesin’, ‘tolserol’) is an aromatic glycerol ether. It 
and related compounds have the unique property of selectively depressing 
subcortical, brain-stem and spinal polysynaptic transmission. In animals it 
antagonizes strychnine poisoning and causes flaccid paralysis without loss 
of consciousness. It is effective in experimentally produced hyperkinetic 
states. It is an anticonvulsant and a potent local anzsthetic but is irritant 
to tissues. Slow intravenous administration of 30 mg. kg. in man produces 
a feeling of warmth and some dulling of the faculties without effect on 
voluntary movement. Intractable pain and abnormal muscle tone and 
movements of central origin may be relieved temporarily. Readily absorbed, 
it is rapidly destroyed. Attempts have been made to prolong its action by 
substitution of the terminal labile -OH by carbamate (‘tolseram’) with 
some advantage. Concentrations over 2 per cent. may produce hemolysis 
or thrombosis, and pushing the dose may result in nausea, muscular 


weakness or depression. 


NEUROMUSCULAR BLOCKING AGENTS 
(a) Curariform drugs.—An understanding of the actions of curare was 
made possible by the isolation by King, in 1935, of d-tubocurarine. It is 
a quaternary ammonium base, as is A.Ch. the synaptic transmitter, but of 
great complexity. It has been partly replaced by the simpler tricholine 
ether of pyrogallol—gallamine triethiodide (gallamine, ‘flaxedil’)—and to a 
much lesser extent by laudexium methyl sulphate (laudexium, ‘laudolissin’). 
The main action is to produce a reversible paralysis by raising the threshold 
of the end-plate region of muscle fibres to released A.Ch. This action is 
antagonized by anticholinesterases such as neostigmine, the other effects 
of which can be obviated by giving atropine sulphate. Unlike d-tubocurarine, 
gallamine is a weak ganglionic blocking agent and releaser of histamine. 
It causes tachycardia from inhibition of the vagus. If paralysis of the 
diaphragm is countered by artificial respiration with oxygen-enriched gas 
mixtures, these drugs have very low toxicity. They are given by intravenous 
injection, in doses of 50 to 80 mg. of gallamine and 15 mg. of tubocurarine 
for an adult. Gallamine is quickly excreted unchanged in the urine, the 
duration of effect being about half an hour. The solution is compatible 
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with thiopentone and the action is synergistic with that of ether and 
chlorpromazine. 

(b) Persistent depolarizing agents cause a ready but prolonged depolariza- 
tion of the end-plate region of the muscle fibre. The best known (decame- 
thonium, Cro) is a member of a series of compounds, the pharmacology of 
which has been reviewed by Paton and Zaimis (1952), but the most useful 
clinically is suxamethonium (‘brevidil’, ‘scoline’) which was synthesized in 
1911 by Hunt and Taveau and investigated by Bovet and his colleagues 
(1949). This substance exerts a depolarizing block for a few minutes only, 
because it is slowly affected by the esterase in plasma. Occasionally a patient 
fails to metabolise it and prolonged paralysis of respiration endangers life. 
Full precautions must therefore be taken. Anticholinesterases, which 
increase the local concentration of A.Ch., increase the effect of these agents 
and are to be avoided. Since they act in an opposite way to curare they are 
antagonized by it. There are no useful antidotes available. Edrophonium 
(‘tensilon’) resembles suxamethonium as a paralysing agent but exerts 
undesirable cholinergic effects. It is an antagonist of curare, and is poten- 
tiated by anticholinesterases. It is perhaps of more use as a diagnostic aid 
in myasthenia (Osserman and Teng, 1956). 

(c) Benzoquinonium (‘mytolon’) is a synthetic, red, water-soluble sub- 
stance which resembles curare ‘in its action but is not antagonized by 
anticholinesterase and is potentiated by ‘tensilon’. It has muscarinic A.Ch. 
activity and is itself an anticholinesterase, and must therefore be combined 
with atropine. In man, 10 to 15 mg. rapidly produce flaccid paralysis which 
lasts for longer than that produced by corresponding doses of d-tubo- 
curarine, but less than that produced by decamethonium. It is not in 
regular use but serves to make the point that the distinction between 
curariform and persistent depolarizing agents is not a clear one. 


PARKINSONISM 
The rigidity associated with Parkinsonism may be partially relieved by 
suitable doses of diethazine or ethopropazine but tremor and akinesia are 
benefited to a lesser extent (Sigwald et al., 1947; Sigwald, 1949). Wilson’s 
disease and other types of athetosis are less easily improved. Dosage has 
to be adjusted to the individual patient and should be increased by stages 
from 20 to 50 mg. thrice daily up to the limit of improvement or tolerance, 
while any previous medication is withdrawn slowly. The usual daily dose 
of ethopropazine is 300 to 400 mg. If the total is divided into as many 
parts as convenient and the largest single share taken on awakening, better 
control is effected but it is often necessary to take these drugs after a meal 
as they are gastric irritants. Dizziness, drowsiness, dyspepsia, malaise, and 
dry mouth are the common complaints. Likewise, caramiphen and benz- 
hexol relieve the stiffness and rigidity in a proportion of patients at a certain 
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cost in ‘ side-effects’. The discomfort from atropine activity is greater than 
with diethazine and ethopropazine. 

Benzhexol in particular is successful in improving mobility and the 
potential for self-help in a high proportion of patients. Similar difficulties 
and complaints are encountered, as with diethazine and ethopropazine, 
and the same principles apply concerning distribution of the total dose 
over the day, avoidance of gastric irritation and pushing the drug to the 
limit of tolerance, usually about 10 mg. benzhexol: this may give rise to 
anxiety and restlessness, when it may be supplemented with phenobarbitone. 
Benzotropine sulphonate is sedative and being cumulative need only be 
taken once or twice a day in doses of 0.5 to 1 mg. It is still undergoing trial. 


RELIEF OF MUSCLE SPASM 

The muscle spasm which accompanies painful lesions, e.g. fracture, arthritis, 
trauma, helps to immobilize the affected part and is not to be discouraged 
in short-lasting and remediable conditions. It may be overcome temporarily 
by light anzsthesia, assisted by a peripheral paralyzing agent, when mani- 
pulation is called for. But the spasticity of an upper motor neurone lesion 
is a useless and a pitiful thing. In these patients the muscle at rest shows 
a normal electromyogram but the response to reflex or voluntary stimulus 
is grossly excessive. The picture resembles that in strychnine poisoning, 
which is well controlled by mephenesin. It is disappointing to have to 
report that the consensus of clinical opinion is that this drug is not effective 
in disseminated sclerosis. 

The carbamic acid ester (‘tolseram’), in doses of 1 g. thrice daily after 
meals, may be of use as an adjuvant to physiotherapy for conditions such as 
torticollis, ‘myalgia’ and, if pushed, is of definite value in diminishing 
flexor spasms in paraplegics. 

Curariform drugs have also been used in the symptomatic treatment of 
spastic disorders but with little success because of the difficulty of con- 
trolling the degree and duration of effect. In acute tetanus their use has 
met with some success in controlling spasm associated with tube feeding, 
and the like, but constant skilled supervision is necessary. 


IN ANASTHESIA 
Although not themselves analgesic or anesthetic, peripheral neuromuscular 
blocking agents now play a large part in ‘anesthetic’ technique. About 80 
per cent. of patients submitting to operation receive some form of ‘muscle 
relaxant’, usually for the purpose of facilitating intubation of the trachea; 
in about 40 per cent. the neuromuscular block is continued as an essential 
part of the subsequent procedure. About equal numbers of patients are 
given d-tubocurarine or gallamine according to the custom of the anesthetist 
in charge: in the majority of cases to produce relaxation of the abdominal 
musculature during laparotomy, surgery of the pelvic organs, or as an 








338 THE PRACTITIONER 


essential part of the control of respiration during thoracic surgery. As 
the duration of an effective dose of gallamine (e.g. 80 mg.) is shorter than 
that of an equi-effective dose of d-tubocurarine (e.g. 15 mg.), the former is 
preferred for operations which may be expected to be brief, say thirty minutes 
(Mushin et al., 1949). The increase in pulse rate which so often follows 
upon injection of gallamine makes d-tubocurarine preferable when tachy- 
cardia is to be avoided. Otherwise there is little to choose between them. 
Either may be injected with thiopentone, the onset of action of gallamine 
being somewhat quicker (one to three minutes). The effect of either drug 
may be terminated by the intravenous injection of neostigmine (3 mg.) 
within five to ten minutes. At this stage 0.6 mg. of atropine may be called 
for to limit the side-effects of the anticholinesterase. 

Doses must be reduced on repetition or if ether is being used as anesthetic. 
Both exert some ganglionic block which may give rise to free oozing of 
blood from cut surfaces. The margin between the amounts of these drugs 
needed to produce adequate relaxation of the skeletal musculature and 
likely to reduce diaphragmatic movement to a dangerous degree is so small, 
and indeed in many patients absent, that they must not be used unless full 
facilities and appropriate skill are available to institute and maintain positive- 
pressure-assisted respiration. Their administration to patients suffering 
from a subclinical degree of myasthenia gravis will produce an excessive 
response. Obviously, dosage schedules and rates of injection must be 
modified with the age, size and illness of the patient. The drugs are highly 
specific and have no effect on other mechanisms or functions. 

Gallamine in particular is used to facilitate bronchoscopy, in association 
with thiobarbiturate hypnosis and with gas and oxygen. It has also been 
given intramuscularly in sub-paralysing doses (40 mg.) to relax the perineum 
in difficult obstetrical cases. As curariform agents do not pass the placental 
barrier foetal respiration is unaffected but it is always necessary to be 
prepared to assist maternal respiration. Many prefer episiotomy. 


SUXAMETHONIUM 
The use of decamethonium (‘syncurine’) as a neuromuscular blocking 
agent was abandoned after a brief trial because of its toxicity when com- 
pared with the curariform drugs and the lack of an effective non-toxic 
antidote. The experience gained with it, however, has greatly facilitated 
the clinical introduction of the persistent depolarizing agent ‘suxametho- 
nium’. There are two forms available: (i) the trimethyl ammonium bromide 
or chloride (suxamethonium, ‘brevidil M’, ‘scoline’) and (ii) the ethyl 
dimethyl ammonium bromide (suxethonium, ‘brevidil E’). The former is 
the more potent and longer lasting (four minutes) and is given in doses of 
40 to 60 mg. of the salt; the latter is less potent, briefer in action (two to 
three minutes) and is given in larger doses (75 to 100 mg. of the salt). As 
several salts are available and the effect depends upon the active cation of 
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the molecule it is desirable for each physician to become accustomed to one 
preparation. Otherwise there may be untoward variations in the response 
of patients due to the fact that weight for weight the two preparations do 
not contain the same amount of active substance for the different halogeno- 
salts prepared. 

Both depolarize muscle, cause preliminary fascicular contractions and 
then briefly paralyse. This sequence takes about thirty seconds. As they 
are metabolized by cholinesterase, albeit much more slowly than A.Ch., 
patients with low levels of active enzyme are in danger of reacting with 
prolonged muscle paralysis, but not myasthenics. Means of assisting res- 
piration must therefore be available. Anticholinesterases are contra- 
indicated and patients who have been handling agricultural pesticides, 
such as ‘parathion’, pyrophosphate, must be safeguarded. As the solution 
is acidic they are incompatible with thiopentone, which also induces rapid 
loss of potency, apart from the fact that one wants to control sleep and 
muscle relaxation separately. They are unstable and should be made up 
just before use. The general antagonism between curariform drugs and 
persistent depolarizers applies here but gallamine may successfully follow 
suxamethonium. 

The brief action of these compounds has made them popular for facilitat- 
ing intubation, particularly if further paralysis is not required or is actually 
contraindicated, and in endoscopy of the bronchus and esophagus (Bourne, 
Collier and Somers, 1952). They can be of value during ophthalmic surgery 
if the conscious patient proves uncooperative and have been used with 
success to stop persistent hiccough. Brief relaxation of the limb may be of 
value during manipulations of various kinds, and of the perineum in 
difficult deliveries. It is not to be expected that they will relax uterine 
smooth muscle. These drugs have been used as a safeguard to prevent 
hazardous movement during deep insertion of needles as in biopsy of 
viscera or tapping of exudates. These various uses are not widely. practised. 
To give quickly variable degrees of relaxation over a prolonged time during 
abdominal surgery (e.g. in the Trendelenburg position), or in the manage- 
ment of cases of tetanus or other convulsive disorders, they may be adminis- 
tered by continuous infusion. Saturation of cholinesterase may result in 
prolongation of action and rise of blood pressure may be troublesome. One 
of the most obvious and most successful applications of their properties is 
in the use of electroconvulsive therapy as an outpatient procedure. Atropine 
and a small dose of thiopentone may be given first but are often omitted. 
Recovery is speedy, assisted respiration is seldom needed and complaints 
of muscular stiffness are hardly of sufficient weight to invalidate the obvious 
advantages. They have replaced gallamine and d-tubocurarine in this 
technique. 

CHLORPROMAZINE 
The peripheral activity of chlorpromazine results in feelings of muscular 
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weakness in some patients, as well as enhancement of the action of muscle- 
paralysing agents used during anzsthesia. Renal tubular reabsorption is 
depressed, which causes diuresis. The dryness of the mouth, weakness of 
the limbs, dizziness, pallor and malaise can be unpleasant. Dosage varies 
from 200 to 300 mg. a day and the hypnotic-sedative effect is recom- 
mended for psychic tension. The solution precipitates with the mildest of 
alkalis: e.g. thiopentone, gallamine and Ringer’s solution. 

Despite these drawbacks it is used to facilitate analgesia, to reduce the 
dosage of conventional anzsthetics in conjunction with pethidine, to 
facilitate the production of postural hypotension by autonomic block, and 
of hypothermia by this and more general depression. It produces a rise in 
pulse rate, a fall in blood pressure and temperature and marked pallor. 
As a ‘muscle relaxant’ it has feeble actions, both centrally and peripherally, 
and therefore has not hitherto been used for this purpose. This muscle 
relaxant action, however, can be of importance during anzsthesia. 


SUMMARY 

The ‘muscle relaxants’ may be classified, according to their site of action, 
as: (1) centrally acting and (2) peripherally acting. The former group 
includes agents such as diethazine, ethopropazine, benzhexol and cara- 
miphen. These are of some value in controlling rigidity and tremor in 
Parkinsonism and a few other conditions. Mephenesin is of limited value 
in paraplegia, and chlorpromazine exerts a multitude of depressant effects 
on the central nervous system. 

The neuromuscular blocking agents are either curariform in type 
d-tubocurarine and gallamine, or persistent depolarizing agents—suxa- 
methonium and suxethonium. The former are of value as an adjunct to 
light anzsthesia, the latter for their brief action. They are used to facilitate 
intubation of the trachea, and to modify electroconvulsive therapy. In all 
cases the means and capacity to give aided respiration must be available. 
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MY MOST INTERESTING CASE 


XX.—A CASE OF CHRONIC LUPUS ERYTHEMATOSUS 
WITH ACUTE EXACERBATIONS 


By SIR ARCHIBALD GRAY, C.B.E., T.D., M.D., F.R.C.P. 
Consultant Physician, Diseases of the Skin, University College Hospital, and The 
Hospital for Sick Children, Great Ormond Street 


In September 1921, a young woman, aged 27, came to my clinic at Univer- 
sity College Hospital with extensive lupus erythematosus. Her trouble had 
started eight years previously with red patches on each cheek, which 
quickly spread so as to involve the sides of the face, the nose, the upper lip, 
the eyelids and the lower half of the forehead, with a patch in the centre of 
the chin. The scalp became almost completely involved and patches 
appeared on the back of the fingers and on the elbows. The spread was 
rapid, the patches appearing in a few weeks. The first eruption was said to 
have occurred when the patient was suffering from a poisoned foot. Before 
coming to see me she had been given intravenous injections of quinine, 
which, though causing severe reactions, had produced some improvement 
in the eruption. 
CLINICAL FINDINGS 

When I saw her the greater part of the skin of the face was converted into 
dead-white, smooth scar tissue, but at various points round the edge of 
the scar were numerous red irregular areas covered with adherent greyish 
scales of the type characteristic of lupus erythematosus. The scalp was 
almost entirely bald, with red scaly patches present in places, and there 
were atrophic areas on the ears, on the back of all the fingers and on the 
back of the forearms near the elbows. The condition appeared to be more 
or less stationary. Clinical examination revealed no other physical signs 
but x-ray examination of the chest indicated the presence of enlarged glands 
at the root of both lungs. A von Pirquet test was mildly positive. Nothing 
abnormal could be found in the nose or throat but a swab from the post- 
nasal space gave a culture of hemolytic streptococci. 

The patient was said to have had an attack of rheumatic fever when 16 
years of age, and appendicitis, for which appendicectomy was performed, 
in 1920. Otherwise her general health had been good. Her father was said 
to have died of ‘tuberculosis of the throat’ and her mother and two sisters 
had suffered from pulmonary tuberculosis. 


THERAPY 
In view of the fact that a good deal of stress was at that time being laid on 
the possibility of chronic focal sepsis being the cause of lupus erythematosus, 
it was decided to give the patient some injections of an autogenous vaccine 
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prepared from the streptococci grown from the post-nasal space. Injections 
increasing from 10 million to 80 million were given weekly from November g 
to December 14, 1921. After each injection the patient complained of 
some headache and irritability of the face and scalp, and after the last 
injection, on December 14, she complained of severe pains in the left ear 
and scalp and the latter became slightly edematous. There was no rise in 
temperature and the swelling subsided in a few days. 

As no improvement had occurred in the eruption it was decided to try 
the effect of antistreptococcal serum. On January 8, 1922, a small test dose 
of 0.25 ml. of a polyvalent serum was administered. On the following 
morning the whole of the affected area on the face and scalp became swollen 
and bright red in colour; the patient became acutely ill with severe head- 
and backache and vomiting. The temperature rose to 104.6° F. (40.3° C.), 
the pulse rate rose to 140, and the respirations to 50. Cultures taken from 
the blood gave a pure culture of hemolytic streptococci in three out of the 
four tubes inoculated. On January 11, the temperature fell rapidly. The 
swelling of the face and scalp subsided in the next few days and the patient’s 
general condition rapidly improved although no improvement in the 
original eruption was observed. 

On January 29, without further treatment, the patient had a similar 
attack which lasted four days and then subsided. No blood cultures were 
made during this attack. She continued quite well until April 2, 1922, when 
a third similar attack occurred but on this occasion the glands in the neck 
became swollen and eventually suppurated and nine glandular abscesses 
had to be opened between April 26 and May 19. Blood cultures during this 
attack were negative but the pus from the glandular abscesses gave a growth 
of hemolytic streptococci. 

After the last of these glandular abscesses had been opened the patient 
remained well till November 25, 1922, when she had a fourth acute attack. 
On November 15, and on November 21, she had been given o.1 g. of 
silver salvarsan intravenously. This attack lasted four days and presented 
the same symptoms as in previous attacks. Blood cultures were negative. 
In none of these attacks was there any albuminuria. 

After this attack the patient remained quite well as regards her general 
health. In 1925, she had a series of injéctions of gold salts and the active 
skin lesions gradually cleared up. She was still well nine years after the 
last acute attack. 

DISCUSSION 
This case raises many points of interest which it is not possible to discuss 
here. It must be remembered that at the time when the patient was under 
observation none of the modern tests, such as the relation of blood proteins 
or the presence of L.E. cells, were known. The theories of the causation of 
lupus erythematosus were then much under discussion: some held it to 
be a tuberculous manifestation, others that it was due to focal sepsis, 
whilst still others looked upon it as a skin reaction which could be induced 
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by a variety of toxins. Although there is some evidence that this patient 
had had a mild tuberculous infection, it seems unlikely that this was respon- 
sible for her skin condition. The fact that these severe attacks, which must 
almost certainly have been due to streptococcal infection, produced no 
change in the skin condition, suggests that this organism had nothing to do 
with the original disease. 

Quite apart from the possible causation of the disease, it is interesting to 
note that these acute reactions in the local lesions produced no change in 
them, for it had been reported that attacks of erysipelas sometimes cleared 
up the local lesions, and artificially produced inflammation, such as freezing, 
is a recognized method of treatment. 

The most interesting point is the fact that, in spite of these very severe 
attacks of streptococcal infection, the patient did not develop any of the 
classical signs of acute systemic lupus erythematosus. In the past it was 
thought that the streptococcus was responsible for these acute systemic 
cases and in some cases streptococci had been cultured from the biood in 
the terminal stages of the disease. Even today it is held by some that it only 
requires some relatively mild stimulus to tilt the balance from the chronic 
localized cases to the systemic type. One would have thought that the very 
severe stimulus in this case would have been sufficient to set this mechanism 
in motion, but it did not. 

Finally, it is difficult to determine why the patient developed these severe 
streptococcal attacks. The presence of some hemolytic streptococci in the 
post-nasal space without any obvious lesion must be a fairly common 
occurrence and would not normally lead to a septicemia. Further, why 
should these attacks be precipitated in one instance by a very small dose of 
antistreptococcal serum and in another by a dose of silver salvarsan, whilst 
the other two started spontaneously? 

These are some of the problems raised by what to me is a case of out- 
standing interest. 





REVISION CORNER 
THE TREATMENT OF DYSENTERY 


THE control of dysentery, whether ameebic or bacillary, is dependent upon 
accurate and early diagnosis followed by efficient and thorough treatment. 


AMCBIC DYSENTERY 
Any form of infection with Entameba histolytica is included in the term 
ameebiasis. The treatment varies with the form the infection takes, and 
should not be started until every effort has been made to demonstrate the 
amceba or its cysts in the stools or in material taken at sigmoidoscopy. 
(1) The ameebic cyst passer, who has mild symptoms or none at all, is best 
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treated with emetine bismuth iodide (E.B.I.), 3 grains (0.2 g.) in gelatin 
capsules by mouth nightly, for ten nights in the case of an average-weight 
adult male. The patient is given a high tea at 5 p.m., a sedative at 8 p.m. 
(e.g. phenobarbitone, 1} grains [o.1 g.], with butobarbitone, 1} grains 
[o.1 g.]) and the E.B.I. at 9 p.m. E.B.I. often causes nausea and vomiting 
and the sedative helps to control this. The patient must be kept in bed 
during the treatment and for two days afterwards. The only other freely 
available effective drug is oxytetracycline, 0.5 g. six-hourly for ten days. 
It should not be given except under close medical supervision, and, because 
of the dangers attending the use of broad-spectrum antibiotics, E.B.1. is 
preferable. 

(2) Acute amebic dysentery.—Bed rest and restoration of the fluid balance 
are essential. In a severe case, to control the worst symptoms, emetine 
hydrochloride, 1 grain (60 mg.) intramuscularly, can be given for three to 
four days before the main treatment. This is E.B.I. or oxytetracycline given 
in the dosage just outlined. 

(3) Chronic amabic dysentery.—The treatment is the same as that for 
cyst-passers. 

(4) Amebic hepatitis —Only two drugs are effective: emetine hydro- 
chloride, 1 grain (60 mg.) daily intramuscularly for ten to twelve days, 
and chloroquine, 0.15 g. (base) thrice daily for fourteen days. If an ameebic 
liver abscess is present it should be aspirated under cover of one of these 
drugs. Open operation should be avoided whenever possible. 

Some weeks after the treatment of the hepatitis the patient should be 
given a course of E.B.I. or oxytetracycline in the same dosage as for the 
ameebic cyst passer. This is in order to clear the bowel of residual ameebic 
infection, as emetine hydrochloride and chloroquine alone fail to do so. It 
must be stressed that all known antibiotics are ineffective in ameebic hepatitis. 

(5) Other forms of amebiasis, such as amceboma, ameebic lung abscess or 
ameebiasis of the skin, respond to emetine hydrochloride as given in the 
treatment of ameebic hepatitis. Chloroquine also is useful in lung infection. 
Again the intestinal infection must be treated finally. 

In the tropics, much unnecessary treatment is given for unproven 
ameebiasis. Some compounds, especially those containing iodine and arsenic, 
are usually harmless enough, though often ineffective, but the tetracycline 
antibiotics are potentially dangerous. Emetine in any form should be given 
only to patients confined to bed as it can be toxic to the myocardium, and, 
because of this, the blood pressure should be checked regularly during 
treatment. 

BACILLARY DYSENTERY 
(1) Acute bacillary dysentery.—Bed rest is essential and dehydration is 
treated by liberal fluids by mouth or, if necessary, intravenously. In severe 
cases with circulatory failure plasma may be helpful. The patient is barrier 
nursed, the stools, whenever possible, are cultured and the organism’s 
sensitivity to sulphonamides and the various antibiotics is determined. The 
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sulphonamide compounds are of the greatest value. Treatment is begun 
without waiting for culture results. Sulphaguanidine by mouth, 6 to 8 g. 
initially, followed by 3 to 4 g. four-hourly, is given until the stools are less 
than five per day; then eight-hourly until the stools are normal, the total 
course not to exceed ten days. Succinyl sulphathiazole, 20 g. daily, or 
phthalylsulphathiazole, 20 g. daily, in divided doses at three- or four-hourly 
intervals is effective, and sulphadiazine, 1 g. four-hourly, can also be given, 
provided the urinary output is satisfactory. In severe cases with much 
toxemia, in which S. shiga infection is suspected, concentrated Shiga 
antitoxin (100,000 units or more) should be given intravenously as early as 
possible and repeated in twelve hours if indicated. 

The diet should be fluid for the first day or two, then gradually increased 
to a high-calorie, high-vitamin diet, but maintaining throughout a low 
residue. Symptomatic relief of griping may be obtained with warmth to the 
abdomen or with tincture of opium. Sometimes the organism is found to be 
sulphonamide resistant (S. sonnei usually is). Only in such cases are anti- 
biotics justified : e.g. chlortetracycline, 0.5 g. six-hourly by mouth for seven 
days. Streptomycin orally, 1 g. twice daily for four days, is often used in S. 
sonnei infections. 

(2) Chronic bacillary dysentery.—The treatment is as for the acute form, 
provided the diagnosis has been proved by culture of the specific organism. 
But chronic bacillary dysentery is rare. When the organism cannot be 
cultured, or the condition has not responded to routine treatment, other 
diagnoses must always be considered. These include ulcerative colitis, 
carcinoma, diverticulitis and amoebiasis, as well as Schistosoma mansoni 
infections from Africa and South America and S. japonicum from parts of 
the Far East. Obviously sigmoidoscopy is an essential investigation before 
any treatment is given. 

F. D. SCHOFIELD, M.B., M.R.C.P., D.T.M. & H. 
Senior Lecturer, Department of Clinical Tropical Medicine, 
London School of Hygiene and Tropical Medicine. 


POSTURAL SCOLIOSIS 


Scoiosis is a lateral curvature of the spine, and the condition may be 
brought to the practitioner’s notice in a variety of ways. Frequently the 
parents notice that the child’s spine is not straight, and the diagnosis may 
thus be made for the practitioner, but often the dressmaker may find that 
one shoulder is lower than the other, or sometimes one hip is seen to be more 
prominent than the other, and the complaint may then be of a ‘lump on the 
hip’; indeed, the prominence of the hip may be so marked that before now 
exploratory operations have been performed for a ‘tumour’ in the region 
of the great trochanter. Occasionally the presenting symptom is aching low 
back pain at the end of the day, though this is rare in the postural type. 
Examination of such a case must be directed from two main angles:— 
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(a) To differentiate the condition of simple postural (functional) scoliosis 
from the more serious structural scoliosis. 

(b) To determine any etiological factor(s) with a view to correction as a 
first step in treatment. 


DIFFERENTIATION OF POSTURAL FROM 
STRUCTURAL SCOLIOSIS 
The differentiation between postural and structural scoliosis is of the 
utmost importance, as the prognosis for postural scoliosis is excellent, 
whereas that for structural scoliosis is poor. 

Postural scoliosis occurs mainly in adolescents (10 to 16 years), the sex 
incidence being approximately equal. The curve itself is a ‘total curve’, 
generally involving the dorsal and lumbar regions, and appearing as a 
smooth, not sharply angulated, curve, with the convexity usually towards 
the left, so that the right shoulder is lower than the left, and the right hip 
is more prominent. There is no deformity of the ribs, or unilateral promi- 
nence of the thoracic cage, and the head shows no lateral shift, being 
vertically over the mid-sacral region when the child is standing. 

One of the most important features of postural scoliosis is that the curve 
can easily be fully corrected; such correction usually occurs when the child 
sits, but always takes place when the erector spine muscles are put into 
action synergically: e.g. on reaching above the head with the fully extended 
arms. Such a voluntary movement will abolish the curve completely if it is 
of purely postural significance. A further test which is most useful is to ask 
the child to bend forward and touch the toes. In postural scoliosis the curve 
at once disappears, and on examining the transverse silhouette of the thorax 
there is no evidence of any thoracic deformity. 

Such tests are of the greatest importance in differentiating postural from 
structural scoliosis. In the latter the curve is nearly always an S-curve 
(or, if a C-curve, it has a sharply angulated apex indicating bony deformity 
at that level) and thoracic deformity is invariably present, appearing as a 
unilateral prominence of the posterior part of the thoracic cage on the same 
side as the convexity in the dorsal spine; this prominence is thrown into 
marked relief on forward flexion of the spine, the posterior angle formed 
by the ribs being so acute in the late cases that the descriptive expression of 
‘razor back’ is given to it. 

In every case of scoliosis it is essential to have an x-ray of the whole spine. 
Antero-posterior films taken with the child standing and in recumbency are 
necessary, not only in order to exclude an accessory congenital hemivertebra 
or bony disease as a cause of the condition, but also as a check on future 
progress. 

Having determined that the scoliosis is, in fact, postural, certain etio- 
logical factors must be excluded, as, if present and allowed to remain 
uncorrected, the postural curve may become fixed and a structural one, 
although such an occurrence is rare. 
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ETIOLOGICAL FACTORS AND TREATMENT 

A short leg, or an ankylosed adducted hip, will cause a tilt of the pelvis 
and hence a mild postural curve. Unilateral deafness may produce a spinal 
curve reflecting the head/neck posture which the child habitually adopts. 
A unilateral visual defect does not so readily produce a scoliosis, as in most 
normal individuals one eye is dominant, and hence there is not so much 
tendency for a persistent alteration of cervico-occipital posture. Unilateral 
thoracic disease or mechanical contracture (e.g. following pneumonectomy) 
can cause severe postural scoliosis which will rapidly assume structural 
characteristics unless physiotherapeutic treatment, directed towards ex- 
pansion of the affected thorax, is started early. Unilateral muscular weakness, 
either in the sacrospinalis or short spinal rotators, or in the abdominal 
muscles, such as may appear after poliomyelitis, will also produce a scoliosis 
which, initially postural, rapidly becomes structural in type. 

If such conditions are found, the appropriate specialist advice must be 
sought early in an attempt to prevent the onset of structural changes. 

In most cases, however, postural scoliosis is a result of a relative failure 
of postural reflex tone in the spinal musculature, and generally occurs in 
association with other signs of poor posture, such as flat feet, genu valgum, 
round shoulder, and often appears initially during, or following, a period of 
rapid growth. Spinal exercises must be given, designed to produce full 
mobility of the spinal column, and to establish a good posture which by 
habitual use will become reflex in nature. Such exercises must be carefully 
supervised by an experienced physiotherapist, as it is most important, 
not only that the prescribed exercise movement must be carried out correctly 
and completely, but also that full muscular coordination and control are in 
being throughout the movement. 

The new posture must become a habit, and this can only be achieved if 
the patient herself is willing to cooperate to the full. It is here that the 
physiotherapist’s personality is of prime importance. Ballet dancing is often 
of great value, so long as the more extreme foot postures and work ‘sur les 


pointes’ are avoided. 


PROGNOSIS 

The prognosis in postural scoliosis is good, and parents can be assured that, 
with adequate treatment, a good posture will be achieved by the time adult 
life is reached, but a careful review of such patients should be made at 
intervals of six months and, if the condition fails to show steady improve- 
ment under adequate treatment, a further assessment of the case must be 
made, including x-ray films to exclude the onset of any structural changes, 
ALEXANDER INNES, M.B.E., M.B., F.R.C.S. 

Surgeon, United Birmingham Hospitals; 

Orthopedic Surgeon, Children’s Hospital, Birmingham. 
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NOTES AND QUERIES 


Penicillin Desensitization 

Query (from a reader in Pakistan).—I have 
become sensitive to penicillin. Big weals of 
urticaria develop on my body immediately 
after the injection. How can I desensitize myself? 
Rep.ty.—This can be rather a difficult problem, 
and whether desensitization should be attempted 
will depend upon the circumstances. If the 
questioner is an atopic subject I would not 
advise desensitization, and it might be wiser for 
him to be treated with another antibiotic or 
chemotherapeutic agent, because of the risk of 
anaphylactic shock at any subsequent adminis- 
tration of penicillin. It should be remembered, 
however, that urticarial reactions following 
penicillin can be prevented or controlled by 
giving an antihistamine with (or before) the 
injection of penicillin, thus obviating the need 
to desensitize the patient. Further, it is not 
uncommon to find that urticaria does not occur 
during subsequent courses of penicillin if the 
brand of penicillin is changed. The delayed 
serum-sickness-like reaction seen after treat- 
ment with penicillin, in which urticaria is a 
prominent feature, may be quite transient, and 
may not recur when the patient is given another 
course of penicillin at a later date. 

I would reserve desensitization for those 
persons who are occupationally exposed to the 
antibiotic. I have successfully desensitized 
several nurses, some of whom had developed 
severe attacks of urticaria when they were in 
a ward or operating theatre where penicillin 
was prepared for injection. Your questioner 
would seem to belong to this group. I begin 
desensitization by giving the patient one unit 
of penicillin in water, by mouth. The dose is 
doubled each day, provided that there has been 
no reaction. If there has been any reaction, the 
dose is reduced to that previously taken by the 
patient without reaction; this dose is then 
maintained for several days and is doubled 
until a standard dose can be taken. In this way 
desensitization may be safely accomplished. 
The patient can then work with penicillin or 
take a standard dose of the drug without un- 
toward effect. An alternative method of desen- 
sitization, preferred by some, consists in deter- 
mining the minimal intradermal dose which 
will produce a reaction in the patient’s skin, and 
then doubling the dose each day, in the way 
described for the oral method. I have had no 
experience of this method which, in my opinion, 
is more hazardous than the oral method. 

Although I have not seen any severe reactions 
in the nurses I have desensitized, I saw a very 
severe reaction in an airman whom I was 


attempting to desensitize to the sulphonamides 
during the war. 

The duration of desensitization which was 
achieved among the nurses mentioned has 
varied and was sometimes transient, in that the 
nurse appeared to have lost her tolerance to 
exposure to penicillin while she was away on 
holiday. Such subjects were desensitized again, 
and given bottles of penicillin containing daily 
doses of about 30,000 units of penicillin to take 
by mouth while on holiday. The other nurses 
seem to have been permanently desensitized. 

E. J. MOYNAHAN, M.R.C.P, 


Combined Immunization in Infancy 
Query.—When my daughter, now aged 34 years, 
was six months old, I gave her three monthly 
injections of A.P.T. Recently, I thought it wise 
to immunize her also against tetanus and 
pertussis—she did not have the pertussis vaccine 
when she had the A.P.T., as there was a polio- 
myelitis scare on at the time and it was then 
thought that the combined immunization was 
undesirable in the summer months. 

Since there is not a combined 
pertussis vaccine, I have given her two doses of 
a diphtheria-pertussis-tetanus prophylactic, as 
I thought that the extra diphtheria toxoid 
would not do her any harm and the use of the 
combined preparation would reduce the total 
number of injections required. She has now had 
two of these injections, but I have realized that 
the third is due on July 24, which will be in the 
‘close season’ because of the risk of polio- 
myelitis. 

Do you think it would be safe to give this 

injection then, or should I leave it till the 
autumn? 
ReP_y.—Within reason, the longer the interval 
between the second and third injections the 
better the response. In the circumstances, al- 
though it would probably be safe to give the 
third dose in July, it would be just as well to 
leave it until the autumn. The best procedure, 
however, would be to give an injection of per- 
tussis vaccine alone in October and follow this 
with one of tetanus alone three weeks later. 

The girl is already well protected against 
diphtheria and the response to single doses of 
pertussis and tetanus would probably be better 
than if A.P.T. were included. 

Proressor W. F. GAISFORD, M.D., M.SC., 
F.R.C.P. 


tetanus- 


Pemphigus Vegetans 
Query (from a reader in India).—A male 
patient, aged 56, has been suffering from pem- 
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phigus vegetans for the past ten months. The 
lesions first appeared in the mouth and now 
they have spread all over the body, particularly 
in the axillary and inguinal regions. Antibiotics 
were used before the diagnosis was confirmed, 
and he is now being given cortisone: 300 mg. 
daily were given originally, but the dose has 
now been reduced to 150 mg. a day. New lesions 
still continue to appear, especially on his back. 
He is much troubled by a couple of big bed 
sores (at the site of ruptured bulla). What 
more can be done for him by way of treatment? 
Is there any useful external application for the 
bulla? 


Repty.—The only thing which really controls 
any form of pemphigus is steroid therapy, 
although many other treatments have been 
used, sometimes with temporary benefit, in- 
cluding chlortetracycline (250 to 500 mg. four 
times daily), suramin (1 g. intravenously, 
weekly) and dapsone (50 to 100 mg. twice 
daily). It should be possible to keep pemphigus 
fairly well controlled on an adequate dose of 
cortisone, although it is sometimes difficult to 
suppress all the lesions. If complications such 
as salt retention are troublesome, these can be 
diminished by using prednisone (5 mg. are 
equivalent to 25 mg. of cortisone). 

Local treatment is largely protective and for 
this purpose ‘tulle gras’ is very useful. Cod-liver 
oil in boric ointment (60 minims [4 ml.] to the 
ounce [31 g.]) sometimes seems helpful and its 
offensive smell can be masked to some extent 
by oil of eucalyptus. For the bedsores, in addi- 
tion to the standard treatment (e.g. nursing on 
the side or face) I suggest trying ‘phenoxetol’ 
in Lassar’s paste (5 ml. of a 2.2% solution to 
the ounce [28.5 ml.]), applied on linen strips. 

F. F. HELIER, 0.B.E., M.D., F.R.C.P. 


Amniotic Grafts 

Query.—I should be grateful for information 
about the treatment of chronic skin ulceration 
by fresh amnion grafting. What type of case is 
considered suitable and what results can be 
expected? What is the technique of carrying out 
the treatment and after-care? 

Rep.ty.—This type of treatment is not often 
carried out, the reason being that amnion only 
acts as a dressing of a temporary nature, and is 
not a ‘graft’ in the true sense of the word. Al- 
though at first it would adhere it is certain that 
within a short time it would exfoliate. Plastic 
surgeons as a whole prefer to put skin on where 
skin is missing. Furthermore, the ambulatory 
treatment of chronic ulcers of the leg along the 
lines of Bisgaard has revolutionized the treat- 
ment of this condition, and grafting is employed 
less and less. 
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Details concerning technique will be found 
in the following two articles by Mr. E. Troense- 
gaard-Hansen: 

‘Amniotic Grafts in Chronic Skin 

Lancet, 1950, i, 859. 
‘Amnion and Chloramphenicol in Chronic 
Ulceration’, Jbid., 1952, ii, 225. 
RICHARD BATTLE, M.B.E., M.CHIR., F.R.C.S. 


Ulcers’, 


Solution for Storing Sterile 
Instruments 

Query.—What is the best fluid for 
surgical instruments, to keep them 
assuming they have been boiled first? Is 1 


storing 
sterile, 


cetrimide with added sodium nitrite satis- 
factory? 
Rep_y.—Either of the following fluids is suitable 
for storing sterile instruments 
Boric acid 1.3 
Carbolic acid 2.5' 
Formalin 0.4° 
Distilled water to 100.0%, 
Colour as desired 
or 
Instrument ‘dettol’ 5% im spirit 


H. J. B. ATKINS, D.M., M.CH., F.R.C.S. 


Rudolf Steiner Schools 

Query.—I have a patient, aged 54 years, who 
speaks only a few words. He was thought at 
first to have a high-frequency deafness but after 
a few months’ treatment he was diagnosed as 
being a post-encephalitic child with some special 
damage to his speech centre. His parents were 
advised to send him to the Rudolf Steiner 
School at Camphill, Aberdeenshire. I know 
very little about these schools or about this 
type of child, and should be grateful for advice 
as to what benefit he would be likely to derive. 


Rep.ty.—It sounds as if this child may have 
suffered some generalized brain damage, with 
impairment of intellect, as well as special 
damage to the function of speech. 

The Rudolf Steiner schools are particularly 
good with this type of child, who seems to 
benefit considerably from the devoted care and 
general way of life which is found in these 
schools. The one mentioned specializes in the 
post-encephalitic child, but there are all types of 
children in the small group of associated schools 
in the neighbourhood of Aberdeen. The schools 
are administered by a non-profit-making com- 
pany, but the fees are necessarily fairly high. 
Local authorities will not, as a rule, contribute 
to the maintenance of children in these schools 
unless they have no facilities of their own. 
They are staffed by a community who are to 








a certain extent self supporting, many of the 
members being German, and_ themselves 
attending the school to undergo a course in 
curative education. Religion and communal 
activities play a large part in the life of the 
school, and special exercises and dancing 
accompanied by music are thought to induce 
an atmosphere of relaxation which is beneficial 
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to the child. So far as possible, the treatment of 
each child is individual. 

There is no doubt that many difficult and 
backward children are brought on to a remark- 
able extent by the school, and are enabled to 
lead a happy and ordered life. No claims are 
made for magic cures. 


A. P. NORMAN, M.B.E., M.D., F.R.C.P., D.C.H. 


PRACTICAL NOTES 


Chlorpromazine in Asthma 
SATISFACTORY results are reported by J. A. 
Crocket (British Journal of Tuberculosis and 
Diseases of the Chest, July 1956, 50, 221) from 
the use of chlorpromazine in the treatment of 
54 patients with bronchospasm due to asthma 
(39), chronic bronchitis (10), or emphysema (5). 
The initial daily dose was 75 mg. This was 
often raised to 100 mg., and occasionally to 
200 mg. When improvement occurred it was 
manifest within a few days, but maximum bene- 
fit was often not obtained for three or four weeks. 
Treatment was stopped after three or four weeks 
if there was no obvious improvement. In those 
who responded favourably, treatment was con- 
tinued for periods up to a year, but ‘as a rule 
a point was reached after four to six months 
when administration could be stopped without 
recurrence of the original symptoms’. Other 
forms of treatment, such as bronchodilators, 
antibiotics and desensitization, were used when 
indicated. Symptomatic improvement occurred 
in 24 of the 38 patients in whom the emotional 
factor was more significant than the allergic, 
and in four of the nine patients in whom the al- 
lergic factor was predominant. For the entire 
group, symptomatic improvement was obtained 
in 59°, of cases. The favourable action of chlor- 
promazine ‘appeared to be mainly an indirect 
one through the lessening of emotional tension’. 
No serious side-effects were encountered. 


Hydrallazine in Toxemia of 
Pregnancy 

On the basis of their experience with 86 pregnant 
toxz#mic and hypertensive patients, H. L. Riva 
et al. (American Journal of Obstetrics and Gynec- 
ology, July 1956, 72, 48) consider that hydralla- 
zine is ‘highly recommended for the control of 
the hypertensive aspects of pre-eclampsia and 
hypertension in pregnancy’. They found the 
intravenous drip method of administration the 
most satisfactory, as it maintained the desired 
lowering of blood pressure and avoids a pre- 
cipitous drop in pressure. The dosage intra- 
venously ranged from 20 to 40 mg. A smaller 
number of patients was given the drug sub- 


cutaneously or orally. The subcutaneous dosage 
varied up to 160 mg. daily, and the oral dosage 
up to 400 mg. daily. It is suggested that sub- 
cutaneous or oral administration may have a 
place in the management of patients who are not 
in labour. The average rise in pulse rate was 20 
to 30 beats a minute. Apart from pulsating or 
throbbing headache in a few cases, no untoward 
effects were encountered. None of the fceetal 
deaths was attributed to hydrallazine. 


Hyaluronidase and Thrombosed 


Piles 


THE use of hyaluronidase, compresses for the 
relief of the pain of thrombosed hemorrhoids is 
recommended by J. Arnous and R. Schapiro 
(Presse Mé dicale, June 30, 1956, 64, 1232). The 
amount of hyaluronidase required is 250 to 500 
turbidity units. This is dissolved in at least 3 ml. 
of the appropriate solvent. The solution is then 
poured on to a gauze compress measuring 2 x 2 
cm., or on to a cotton-wool swab. The gauze or 
cotton-wool is then applied to the anal region 
and covered with some waterproof material to 
prevent leakage. The pack must be left in 
position for twenty to thirty minutes, and a fresh 
one is applied at least every six hours until per- 
manent relief is obtained. According to the 
authors, the method practically 
relief. It has the further advantage of being 
simple and safe. The that the 
hyaluronidase reduces the peri-hemorrhoidal 
cedema, thereby reducing the local pressure and 
therefore the pain. 


always gives 


rationale is 


The Tired Arm Syndrome 

A SYNDROME characterized by nocturnal, aching, 
throbbing pain in the arm, especially the fore- 
arm, and numbness in the hands, is described by 
F. R. Ford (Bulletin of the Johns Hopkins 
Hospital, June 1956, 98, 464). In the morning 
the hand feels stiff, and must be massaged before 
it can be used. There is little or no pain during 
the day, but numbness tends to develop on 
holding a book or any other act which requires 
sustained grip. The right arm is involved in 
right-handed individuals, and the left arm in 
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those who are left handed. Most of the patients 
are middle-aged women, but it occasionally 
occurs in young women. No abnormality is dis- 
covered on physical examination: reflexes and 
sensation are normal, and there is no atrophy or 
wasting of the muscles. X-rays of the cervical 
spine show no evidence of any abnormality. 
The syndrome is attributed to excessive mus- 
cular exertion, especially unusual exertion. Most 
of the patients have been housewives ‘who lost 
their maids during the war and were forced to 
wash, sweep, cook and perform other household 
duties all day long’. The pathogenesis of the 
condition is not known. The only treatment 
required is rest, and reassurance that the con- 
dition will not lead to any permanent disability. 
With rest the symptoms usually disappear 
within two weeks. In some cases it may be 
necessary to prescribe sedatives for a time, to 
ensure a good night’s sleep. 


Resorcin Poisoning 

‘RESORCIN ointment should not be used in the 
treatment of napkin dermatitis, eczema or other 
skin eruptions in childhood’, according to A. A. 
Cunningham (Archives of Diseases in Childhood, 
June 1956, 31, 173). This opinion is based upon 
a review of the relevant literature and experience 
of one case of resorcin poisoning. This was a 
7-week-old infant who, when admitted to 
hospital, was very ill with an intense dusky grey 
cyanosis. The infant later developed a general- 
ized papulo-squamous eruption and required 
several blood transfusions. The final diagnosis 
was hemolytic anemia with hemoglobinuria, 
due to resorcin poisoning. Investigations re- 
vealed that the day before admission, resorcin 
ointment N.F., which contains 12.5°, resorcin, 
had been prescribed at an infant welfare centre 
for the treatment of a dermatitis of the napkin 
area. The ointment had been applied by the 
mother on four occasions. The infant ultimately 
made a satisfactory recovery, although he was 
left with some residual sensitivity of the skin. A 
review of the literature revealed eight cases of 
resorcin poisoning in infants and young children, 
six of which had proved fatal. In all but one of 
these, the resorcin had been used locally for the 
treatment of some skin condition. 


Smoking and Duodenal Ulcer 

AN investigation of the effect of smoking 
cigarettes on gastric secretion in 120 patients 
with duodenal ulcer has been made by P. Cooper 
and J. B. Knight, Jr. (New England Journal of 
Medicine, July 5, 1956, 255, 17). Gastric secre- 
tion was collected in four successive thirty- 
minute periods, and the patients were divided 
into equal groups of 60 each. One group did not 
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smoke at all throughout the test. The other 
group smoked during the second thirty-minute 
period. No significant change occurred in either 
group in the volume, pH, ‘free acid’, peptic 
concentration or peptic output of gastric 
secretion. 


Sucrosuria 

ALTHOUGH trace quantities of sucrose have been 
found in the urine of normal children, and 
larger amounts in the urine of children who have 
ingested single large doses of sucrose, there are 
few reports in the literature of patients excreting 
sucrose. According to J.. A. Owen and I. C. 
Lewis (Scottish Medical Journal, July 1956, 1, 
231), only about 30 such cases have been 
recorded. To this list they add six cases of 
sucrosuria occurring in infants aged one week to 
nine months. Five of these had gastroenteritis, 
whilst all of them were receiving dietetic sup- 
plements of sucrose ranging from 20 to 95 
grammes daily. Fifteen other children with 
gastroenteritis of comparable severity, and re- 
ceiving similar amounts of sucrose, showed no 
sucrosuria. They classify patients with sucrosuria 
into three groups: those with clinically obvious 
intestinal disturbance (e.g. gastroenteritis), those 
without such disturbance, and those who ingest 
large quantities of sucrose. In the first group, 
sucrosuria would appear to be of little signifi- 
cance. In the present series no obvious correla- 
tion could be found between the presence of 
sucrosuria and the severity or duration of the 
disease, the size or age of the patient, or the 
subsequent progress. The group is 
divided into two subgroups: those patients who 
apparently synthesize sucrose, and those in 
whom sucrosuria is presumably alimentary in 
origin and is associated in some cases, possibly 
by coincidence only, with other physiological 
defects: e.g. mental deficiency. In view of the 
possibility of an abnormal cerebroside being 
concerned in the etiology of demyelinating 
neurological disorders, it is suggested that ‘the 
possibility of the formation of a cerebroside 
containing sucrose by a child who has absorbed 
appreciable quantities of the substance would 
seem worthy of investigation’. 


sect ynd 


Hallux Valgus 

AccorpDING to N. C. Lake (Annals of the Royal 
College of Surgeons of England, July 1956, 19, 
23), hallux valgus is due to a primary defect in 
the strength of attachment of the first metatarsal 
bone to the others. The forces applied to this 
region during locomotion normally tend to pro- 
duce splaying of the first metatarsal bone, ‘a 
tendency greatly increased by the wearing of 
high heels’. As a secondary effect, the great tox 
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deviates laterally and, at the same time, rotates. 
The associated hammer-toe deformity of the 
second toe, which is so often present, is second- 
ary to the transfer of stress to the second meta- 
tarsal bone. Once the condition is established, 
the pull of the long tendons and the ligamentous 
changes tend to increase and perpetuate the 
deformity. If operation is indicated, Mr. Lake 
detaches all the structures inserted into the 
lateral aspect of the base of the phalanx, in- 
cluding the deep transverse ligament, and excises 
the lateral sesamoid. By means of a stout suture 
of nylon or stainless steel passed through an 
oblique tunnel drilled in the metatarsal head, 
the detached structures are drawn into the meta- 
tarsal head to gain fresh insertion there. The 
suture, leaving the tunnel on the mesial aspect, 
is then fixed at the insertion of the abductor 
muscle (the tendon of which may additionally 
be shortened) into the base of the phalanx. He 


concludes on a note of caution: ‘It must be 


remembered that in a long-established case of 


hallux valgus there are so many secondary 
changes and contractures that it is not to be 
expected that complete anatomical restoration 
will be accomplished’. 


Bunions and Hallux Valgus 

A BUNION is due to buckling of the metatarso- 
phalangeal joint of the great toe taking place 
when the lateral deviation of the great toe at this 
joint is 18° or more, according to F. Roland 
Wilde (Chiropodist, July 1956, 11, 185). Such 
buckling of the metatarso-phalangeal joint is 
more liable to occur in persons engaged in active 
pursuits and in those who habitually wear high- 
heeled shoes, as hyperextension of the joint is a 
position of instability. He quotes figures showing 
that among barefooted Nigerian adults the mean 
hallux angle is practically zero: i.e. approximates 
to that found in European children aged 4 to 6 
years. Neither was there any sex difference 
among Nigerians, whereas 9 out of every 10 
British women have evident deformity of their 
big toes. British figures show that lateral devia- 
tion of the big toe is already present in some 
children aged 4 years, and that the deformity 
increases throughout childhood, always being 
more common among girls, until in adolescent 
girls the angle of deviation reaches 15°, ‘which 
is dangerously close to the critical angle’ of 18°. 
To prevent such lateral deviation of the great 
toe, and therefore bunions, shoes should have a 
straight inner border, high tarsal lacing and a 
removable toe cap which can be worn as a pro- 
tection against cold and wet in the winter, and 
‘removed to make a charming sandal in summer’. 
It is suggested that shoe designers have been too 
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preoccupied with the ‘straight inner border’ as 
the hallmark of good design. Unless the lacing 
is high up in front of the tarsus and the proximal 
metatarsus, the foot tends to slide forwards in 
the shoe, with consequent crowding of the toes. 


Nurses’ Feet and Their Shoes 

A NURSE, according to A. Wheeler Haines and 
A. McDougall (Nursing Mirror, July 13, 1956, 
103, iii), should wear a low-heeled shoe with a 
flat sole. The shoe should be wide, particularly 
in front, where it should have no contact with 
the sides or backs of the toes. The upper should 
cross the instep high up, near the ankle, and 
should prevent forward slipping of the foot. A 
lace or buckle is necessary to get the shoe on 
and off, for if none is provided the shoe must be 
cut too low for complete efficiency. Although 
‘non-deforming’ shoes for adults are still difficult 
“to obtain, they are now being manufactured for 
children. Such well-designed shoes are available 
in larger sizes for boys than for girls, and it is 
stated that many nurses are now wearing such 
shoes. The ‘finest footwear ever developed for 
cold climates’ is said to be the modern Japanese 
‘tabi’. This consists of a divided sock of cotton, 
linen or silk, padded on the sole and fastened at 
the back with hooks or straps. It is worn with 
a thonged sandal for out-of-door use, but the 
sandal is discarded indoors. 


Tenderizing Meat 

Tue effect on the digestibility of lean meat of 
various methods commonly used to render it 
more tender has been studied by J. H. Farrell 
(British Journal of Nutrition, 1956, 10, 111). The 
methods compared were: soaking the meat for 
twelve hours in diluted vinegar; treating the 
meat with a proprietary meat tenderizer con- 
taining dextrose, salt and dried Papaya melon 
juice (papain); beating the meat with a rolling 
pin; beating the meat with a spiked hammer. 
Two weighted portions of fried beef-steak- 
taken from similar portions of meat treated 
differently—were sewn into cotton-mesh bags, 
which were then tied together and swallowed. 
On recovery from the faeces the residues (if any) 
were examined. The results of the investigation 
showed that digestibility was increased by: 28 
by the spiked hammer; 16%, by the meat 
tenderizer; 37°, when these two methods were 
combined. The use of diluted vinegar or of the 
rolling pin had no significant effect. The author 
concludes: ‘No serious attempt has been made 
to test the efficiencies of the methods solely as 
means of making meat more tender, but it is the 
author’s very definite impression that tenderness 
and dig:stibility go together’. 
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Diseases of the Liver. Edited by Lron 
SCHIFF, M.D., Px.D. Philadelphia: J. B. 
Lippincott Co.; London: Pitman Medi- 
cal Publishing Co. Ltd., 1956. Pp. xix 
and 738. Figures 244. Price £5 10s. 

DwuRING recent years research work in widely 

separated fields has contributed to advancement 

of knowledge of the liver in health and disease. 

Much of this work has been highly technical and 

not readily available to the average clinician. 

This book has successfully achieved the difficult 

task of assembling a vast amount of newer know- 

ledge in a concise and readily comprehensible 
form. The volume consists of twenty-six articles 
each written by an acknowledged expert. Most 
of the authors are American but quite a number 
are British. The scope of the ground covered can 
best be indicated by quoting some of the titles 
of the articles: ‘Anatomic considerations’, 

‘Physiology of the liver’, ‘Liver function tests’, 

‘Jaundice’, ‘Portal hypertension’, ‘Viral hepa- 

titis’, ‘Portal cirrhosis’, “The liver in circulatory 

failure’, ‘Diseases of the gallbladder and extra- 
hepatic bile ducts’. Indeed, it is difficult to think 
of any aspect of liver disease which is not dealt 
with concisely and lucidly in the full light of 
modern knowledge. Adequate bibliographies are 
appended to each article. The illustrations are 
generous and are of excellent quality. 

Although full consideration is given to the 
fundamental principles of liver disease, this is 
essentially a book for the clinician rather than 
the laboratory worker. Problems in diagnosis and 
treatment are dealt with in a practical way which 
will appeal to the physician or surgeon who turns 
to the book for reference. Once he has turned to 
it, however, it is unlikely that he will not wish to 
return to browse at his leisure and to inform 
himself on many aspects of the subject about 
which he had felt vague and uncertain, if not 
ignorant. 


The Pathology and Surgery of the Veins of 
the Lower Limb. By Haro_p Dopp, cx.M., 
F.R.C.S., and FRANK B. COCKETT, M.s., 
F.R.C.S. Edinburgh: E. & S. Livingstone 
Ltd., 1956. Pp. ix and 462. Figures 313. 
Price 65s. 

From the point of view of the surgical reader, 

this book falls into two sections. The first, 

consisting of parts I and II, is a treatise on 
varicose veins. The anatomy of the venous 
system, and the physiology of the return of 
blood from the lower limbs at rest and during 
exertion, are clearly discussed. The illustrations, 
many of them in colour, are well designed and 


helpful. The chapters on diagnosis and treat- 
ment are eminently practical, and are 
beautifully illustrated. Twenty-seven pages are 
given to treatment by injection, a method that 
many would like to see abandoned. This section 
must compete with a number of similar books 
on the treatment of varicose veins, and it stands 
the comparison well. 

The second section, comprising part III and 
occupying the last 150 pages, is a scientific 
treatise dealing, probably better than has ever 
been done before, with the pathology of throm- 
bosis and embolism, and with the methods of 
investigating the circulation of the deep veins 
of the leg. The authors discuss the problem of 
venous or gravitation ulcer, and point out-——a 
fact that many surgeons have remarked but few 
have pondered deeply—that many of the worst 
‘varicose ulcers’ are in patients who have no 
varicose veins. This section contains in greater 
detail the observations on the ankle perforating 
veins published by Cockett and Elgar Jones in 
their classical paper on “The ankle blow-out 
syndrome’. 

This is an excellent book; thoughtfully writ- 
ten, carefully checked and beautifully produced. 
As a work of reference it warmly 
recommended. 


also 


can be 


Urology. By B. G. CLARKE, M.D., M.S., 
F.A.c.s., and Louis R. M. Det Guercio, 
M.D. New York and London: McGraw- 
Hill Book Co. Inc., 1956. Pp. ix and 
245. Figures 162. Price 49s. 

As an introduction to the study of urology this 

slim volume relies mainly on the excellence of 

its many illustrations and the succinctness of its 
descriptive text. The subject matter is divided 
into three main sections dealing respectively 
with the diagnosis of genito-urinary disorders, 
physiological disturbances and principles of 
treatment. Each section comprises a number of 
features which are dealt with in the manner of 
a short illustrated that the salient 
points can be readily assimilated without ex- 
haustive concentration. The text is straight- 
forward, if somewhat superficial in some in- 
stances, but for those who wish to extend their 
knowledge a convenient list of referenews is 
appended to each chapter. The choice of some 
of the latter shows a transatlantic bias, but in 
general an authoritative and comprehensive 
selection is provided which enables detailed 
information to be readily obtainable as required 

The book can be warmly commended for its 

clarity and excellence of production to all those 

embarking upon a study of the specialty. 


lecture so 
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Practical Urology: Case Comments and 
Late Results. By Avex. E. Rocue, M.D., 
M.Cu., F.R.C.S. London: H. K. Lewis & 
Co. Ltd., 1956. Pp. xii and 258. Figures 
132. Price 35s. 

Turis, although an interesting book, might have 

been so very much better. The author states in 

the preface that he hopes the book will prove 
helpful to the urologist, radiologist, general 
surgeon, and in particular, the general practi- 
tioner. The discussion of the individual cases 
presupposes a much greater knowledge of 
urology than would be possessed by the last 
three groups. Pearls are to be found in plenty, 
but they are not obvious to the ordinary reader, 
and should be made so by a more detailed ex- 
position in the commentary at the end of each 
case. Again, the author contends that the clinical 
features of the cases are the important facts, 
and that the usual classification based on ana- 
tomical or pathological lines is better avoided. 

Surely therefore there was a case to be made 

out for grouping the cases on symptomatology. 

The haphazard array, to quote the author, 

based purely on chronology, detracts from the 

value of the book. Fifty-one individual cases are 
described, some of which are undoubtedly in- 
serted for comic relief rather than from their 
pointing any surgical moral. The verbal short- 
hand amounts to the flippant; one finds it hard 
to believe that the x-ray report in one case was 
actually ‘guts pushed aside’, whilst many of the 
abbreviations used require repeated reference to 
the dictionary at the beginning of the book. 

The book is well produced and the quality 
of the illustrations is excellent, but one cannot 
help feeling that just a little more would have 
made a world of difference. 


Cancer of the Lung. Epirep By MILTon B. 
ROSENBLATT, M.D., and James R. Lisa, 
M.D. Oxford University Press; London: 
Cumberlege, 1956. Pp. xiii and 330. 
Illustrated. Price £6. 

Pulmonary Carcinoma. Epitep BY EDGAR 
Mayer, M.D., and Herpert C. MAIer, 
M.D. New York: New York University 
Press; London: Pitman Medical Pub- 
lishing Co. Ltd., 1956. Pp. xvi and 540. 
Illustrated. Price £6. 

Ir is remarkable to find two books, on the same 

subject, written largely by New York doctors, 

appearing simultaneously. The chapter headings 
are almost identical and there is even overlap of 
authorship, for G. N. Papanicolaou writes on 
exfoliative cytology and B. Roswit on radio- 
therapy in both of them. Both books are com- 
prehensive, covering pathogenesis, sympto- 
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matology, diagnosis (clinical, radiological, endo- 
scopic) and treatment (surgical, radiotherapeutic 
and chemotherapeutic). Mayer and Maier’s book 
is the longer and contains special chapters on 
cancer research, the biology of cancer, the search 
for early cases, the psychological aspects of 
cancer, and secondary cancer of the lung. It also 
has an appendix of 25 case histories illustrating 
pitfalls of diagnosis and lessons learnt in retro- 
spect—which is most valuable. 

The chief criticism of both books is that for 
the general pathologist, physician or surgeon too 
much space is devoted to details of techniques 
whilst there is not enough detail to attract the 
specialist. Nevertheless, wishing to 
acquaint himself with modern knowledge on any 
aspect of lung cancer will discover useful facts 
and figures in either of these books. The biblio- 
graphies are lengthy, but refer chiefly to Ameri- 
can work. There are almost no references to 
articles in foreign languages. Although both 
books admit that tobacco smcking plays some 
part in the etiology of lung cancer, neither makes 
any suggestions for attempting to reduce this 
habit, which most experts in this country con- 
sider to be the main cause of this fatal disease. 
Of the two books, that by Mayer and Maier is 
the more informative and comes nearer to justi- 
fying the very high price asked for both of 
them. 


anyone 


The Management of Menstrual Disorders. 
By C. Freperic FLUHMANN, M.D., C.M. 
Philadelphia and London: W. B. Saun- 
ders Co., 1956. Pp. xii and 350. Figures 
120. Price 59s. 

Tuis is an excellent book, for it is written with 
great clarity, is full of knowledge, and is a delight 
to read. It must be one of the best books ever 
written on this subject. The author, who is 
Clinical Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, San 
Francisco, wrote his first book on menstrual 
disorders in 1939. This second book (which is a 
new book) presents a ‘new discussion’ on the 
subject based on the ‘extensive reappraisal of the 
anatomic and physiologic changes of the men- 
strual cycle and its disorders, the refinement of 
many diagnostic and therapeutic procedures, 
and a sounder evaluation of the endocrine factors, 
which always remain of primary consequence’ of 
the intervening seventeen years. 

The twenty-six chapters are packed with in- 
formation based upon the author’s wide experi- 
ence or carefully selected from the literature. It 
is a book for the thoughtful doctor who is 
interested in the subject of menstruation and in 
the subtle changes underlying its disorders: it is 
a book as it were of medical gynzxcology, for 
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surgical technique finds no place. A measure of 
its excellence is the trifling quality of possible 
criticisms. ‘At about’ and the use of ‘simile’ 
when ‘metaphor’ is meant are two small matters, 
a little surprising in a book otherwise out- 
standing for its scholarship. 

This book deserves to be read not once but 
many times, and to be kept for handy reference. 


Principles of Chest X-Ray Diagnosis. By 
GEORGE SIMON, M.D., F.F.R. London: 
Butterworth & Co. (Publishers) Ltd., 
1956. Pp. x and 174. Figures 162. Price 
50s. 

Tuts beok has a most refreshing approach to the 
problems of chest radiology. The author starts 
by defining the terms he proposes to use—an 
essential preliminary to the description of an 
x-ray, whose omission often leads to misunder- 
standing, and then describes the appearances in 
a normal chest x-ray with special attention to 
normal variations that are often mistaken for 
abnormalities. He then proceeds to describe and 
discuss the differential diagnosis of shadows in 
the lung fields of different constituency, size and 
shape. Since he starts from the x-ray and not 
from the diagnosis his advice is far more helpful 
than that of the standard textbook which reverses 
the natural procedure of practice. Cardiovascular 
and mediastinal shadows and those cast by the 
structures of the thoracic cage are then described 
and, lastly, the appearances of normal and ab- 
normal bronchograms and the value of tomo- 
graphy. Finally, he discusses the lessons to be 
learnt from serial x-rays and their most appro- 
priate timing in relation to clinical events. An 
appendix gives many valuable tips as to how to 
take first-class x-rays. 

A chest x-ray is now an essential part of the 
examination of the chest. Whilst most doctors 
acquire skill at physical examination they may 
never have learnt how to read a chest x-ray, and 
how to distinguish the various types of shadow 
with their greatly differing significances. This 
readable book provides just the teaching that is 
needed. It will also prove a valuable source of 
reference for any chest physician or radiologist 
perplexed by an unusual x-ray. 


Thiopentone and other Thiobarbiturates. 
By Joun W. DUNDEE, M.D., F.F.A. R.C.S., 
p.A. Edinburgh: E. & 5S. Livingstone 
Ltd., 1956. Pp. viii and 312. Figures 59. 
Price 22s. 6d. 

Tue literature on the barbiturates is vast and 

on thiopentone sodium alone between two and 

three thousand papers have been published. Dr. 

Dundee has supported his extensive text with 

484 references and from a perusal of this book 
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the reviewer is convinced that all that is worth- 
while has been gathered together and analysed 
to form the most authoritative and definitive 
work to date on the subject of barbiturate 
anesthesia. Discussion of the experimental and 
clinical aspects of thiopentone, and of other 
barbiturates, for comparison, is presented in 
well-balanced form. The writing is commend- 
ably lucid; the graphical and tabulated data are 
comprehensive but not forbidding even for the 
general reader; and finally the production is of 
the constant high standard set by the publishers. 


Lectures on the Scientific Basis of Medicine, 
Vol. 4. 1954-55. London: University of 


London (The Athlone Press), 1956. 
Pp. ix and 397. Plates XXXIV. Price 
3758. 6d. 


Annual Review of Medicine. Vol. 7. 1956. 
Epirep By Davin A. RyTAND, M.D. 
Stanford, California: Annual Reviews, 
Inc., 1956. Pp. 611. Price $7.50. 

Medical Progress 1956. Eprrep py Morris 
FISHBEIN, M.D. London and New York: 
McGraw-Hill Book Co. Inc., 1956. Pp. 
x and 389 Price 415. 6d. 

BETWEEN them these three books present a com- 

prehensive review of the major advances in 

medicine during recent years. The first, which 
consists of lectures given under the auspices of 
the British Postgraduate Medical Federation, 
deals with advances in the more fundamental 
aspects of medicine. Virus research, plasma pro- 
teins, the chemistry of the porphyrias, shock 
from burns, and nucleoproteins in cell structure 
are among the many subjects dealt with by 
experts. The two American volumes are more 
clinical in their approach, particularly that 
edited by Dr. Fishbein. Discriminating browsing 
through these three volumes will provide the 
medical registrar with much food for thought, 
and the consultant will find them a useful source 
for reference. Unfortunately, as so often happens 
in this type of book, there is a tendency to 
sacrifice discrimination for comprehensiveness. 

This criticism, of course, does not apply to 

‘Lectures on the scientific basis of medicine’, in 

which each lecture is based entirely upon the 

lecturer’s own work or a critical survey of the 
work of others in a field in which he is an expert. 


The Royal Northern Hospital. By Eric C. O. 
JEWESBURY, D.M., M.R.C.P. London: H. K. 
Lewis & Co. Ltd., 1956. Pp. xii and 157. 
Illustrated. Price 17s. 6d. 

THE rise of a voluntary hospital from obscure 

beginnings to one of the foremost postgraduate 

teaching centres of London makes fascinating 








reading. The origins of the Royal Northern 
Hospital could scarcely have been less fortunate. 
It was founded for his own purposes by a sur- 
geon who had rightly been dismissed from a 
teaching hospital at which he had become a 
nuisance, a man who brought neither distinction 
nor financial support. But the district where he 
founded it, that of King’s Cross and the Cale- 
donian Road, was desperately in need of hos- 
pitals, and within a year a lay committee and a 
medical staff of twenty had been got together,and 
these enthusiasts immediately proceeded to ap- 
peal for money and to accumulate a debt. Among 
the many who helped, the hospital had an out- 
standing benefactor in Howell Williams. Many 
eminent men have served on the medical staff 
Robert Bridges, Samuel Wilks, Lord Horder, 
Barrington Ward, Higgins—to mention only a 
few. 

The Royal Northern Hospital today, when its 
financial burdens have been laid on the broad 
shoulders of the British taxpayer, can be proud 
of its présent position and its past record. 


NEW EDITIONS 
Urological Surgery, by Austin Ingram Dodson, 
M.D., F.A.C.S., in its third edition (Henry Kimp- 
ton, £7 10s.), standard of its 
predecessors in providing a superbly illustrated 
description of the surgery of the urinary tract. 
In an attempt to keep abreast with recent ad- 
vances, sections on fluid administration and the 
acid-base balance, the treatment of shock and 
radiation therapy, have had to be curtailed or 
omitted to give space for the inclusion of new 


maintains the 


surgical techniques. In general, the latter are 
adequately dealt although it is 
what disappointing to find no reference to 
certain methods of urethral reconstruction now 
frequently employed by British urologists in 
cases of stricture, nor to techniques of enlarge- 
ment of the contracted bladder by means of ileal 
grafts. The chapters on the adrenal glands, 
uretero-sigmoidostomy and neurogenic disease 
of the bladder have rewritten and the 
section on perineal prostatectomy has been ex- 
tensively revised. Further revision of some of the 
older sections would seem necessary to bring the 
whole volume comprehensively up to date but, 
in general, the work remains outstanding as the 
surgical 


with, some- 


been 


illustrated treatise on standard 


procedures in urological disease. 


best 


A Handbook of Ophthalmology, by Humphrey 
Neame, F.R.c.s., and F. A. Williamson-Noble, 
in its eighth edition (J. & A. Churchill 


F.R.C.S., 
Ltd., 30s.), maintains the high standard which 
one would expect from its distinguished 


authors. Written for undergraduates and general 
practitioners, it provides exactly the information 
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which they would desire. Quite rightly, it deals 
in greatest detail with the diseases which form 
the bulk ot hospital outpatient practice, whether 
they be diseases of the eye itself or ocular mani- 
festations of general disease. In discussing the 
use of antibiotics, the authors rightly stress that 
their indiscriminate use for minor complaints 
should be avoided. The use of cortisone in 
certain inflammatory and self-limiting diseases 
of the eye is fully described. The last chapter 
gives a most useful list of prescriptions, followed 
by an appendix containing standards of vision 
for the Services. This book contains, in fact, 
all that the student and the general practitioner 
could a well-balanced description of 
diseases of the eye, and of ophthalmology in 
relation to general medicine. 


desire 


Clinical Recognition and Management of Dis- 
turbances of Body Fluids, by John H. Bland, 
M.D., second edition (W. B. Saunders Co., 
80s. 6d.).—When this book keeps within the 
scope indicated by its title it is excellent. The 
author is sound on physical chemistry and 
avoids the misleading half-truths that commonly 
appear in medical writings. Moreover his clinical 
advice is sensible, and he insists that the object 
of treatment is the betterment of the patient, 
rather than the tidying up of the electrolyte 
figures. Unfortunately, he is like an excitable 
examination candidate who cannot resist putting 
down all he knows whether or not the question 
calls for it. For example, there is a lengthy and 
rather inaccurate lung disease, 
including sections on physical signs and on 
cough syncope. All this is quite irrelevant to the 
book’s purpose, and such dilution impairs its 
practical value while helping to make it too big 


discussion on 


and c« ystly. 


Radium Therapy, its Physical Aspects and Ex- 
tensions with Radioactive Isotopes by C. W. 
Wilson, M.SC., PH.D., F.INST.P., in its second 
edition (Bailliére, Tindall and Cox, 37s. 6d.), has 
been extensively revised. The general scope of 
the book follows closely the pattern set in the 
earlier edition. A new chapter deals with the 
properties and uses of most of the important 
isotopes in therapy and the section on gamma- 
ray teletherapy has been much expanded. 
The book is well produced and may be thor- 


oughly recommended, particularly to post- 


graduates. 


The contents of the October issue, which will be a 
Special Number devoted to ‘Advances in Treatment’, will 
be found on page cxvi at the end of the advertisement 
section. 


Notes and Preparations, see page 357 
Fifty Years Ago, see page 361 
Motoring Notes, see page xcix 
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“How did you get on with that new 





salicylate cream | told you about ? 
“You mean Algesal ?” 
"Yes — local salicylate by inunction and all that 


“Very well. Matter of fact, | was meaning to tell you 
about it — it is extraordinarily eHective for soft tissue 
rheumatism and it works without irritating the skin.” 


“Seems to bear out what that fellow said the other day 
at the Medico-Chi meeting, that the site of actior 


of the salicylates in the rheumatic syndromes 


may be peripheral, at tissue level 


10°, diethylamine salicylate in a soothing vanishing crear 


non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers: 
£.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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essential 

weight 
u gain... 


= STENEDIOL’ 


= The most potent non-virilising 
tissue building Steroid 


*Free from the side- | Dose: Adults (both sexes): 
effectofvirilisationinthe | One 10 mg. tablet thrice daily 
recommended dosage, a ID a ned = & 
STENEDIOL is indicated eee 
articularly in wastin Children (boys and  girts 
Pe Y & | before puberty) : One 10 mg. 
disease or in conva- | tablet daily, or on alternate 
lescence from severe | days as required, after meals. 
illness where gain in | Treatment should be withheld 
weight is essential. on alternate fortnights. 


~ 
—— 





IRGANON LABORATORIES LTD. 


BRETTENHAM HOUSE ~- LANCASTER PLACE - LONDON ~- W.C.2 
Telephone : TEMple Bar 6785/6/7, 0251. Telegrams : Menformon, Rand, London 
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NEW PREPARATIONS 

“CEVANOL’ tablets each contain 1 mg. of benac- 
tyzine hydrochloride and are intended for the 
treatment of psychological disorders. They are 
said to ‘produce calm in the emotionally dis- 
turbed and agitated patient without causing 
stupefaction or mental dullness’. Issued in 
containers of 100 tablets. (Imperial Chemical 
(Pharmaceuticals) Ltd., Fulshaw Hall, Wilms- 
low, Manchester.) 
‘FIBRINDEX’ is lyophilized standardized throm- 
bin, derived from human blood, and ‘provides a 
simple, rapid and accurate qualitative test for 
the critical blood fibrinogen level’. Available in 
packages of 12 ampoules, each containing 
sufficient for 4 simultaneous tests and 1 control. 
(Ortho Pharmaceutical Ltd., Lane End, High 
Wycombe, Bucks.) 


‘FLORINEF’ contains 0.1 of ga-fluorohydro- 
cortisone acetate and is said to be ‘much more 
potent than hydrocortisone and is therefore 
used in low concentration’. Supplied as an 
ointment in tubes of 5 g., and as a lotion in 
plastic squeeze bottles containing 15 ml. 


(E. R. Squibb & Sons, 17-18 Old Bond Street, 


London, W.1.) 

“TricHoraD’ tablets each contain 100 mg. of 
2-acetylamino-5-nitrothiazole and are intended 
for the oral treatment of trichomoniasis in 
both men and women. Side-effects are said to 
be minimal. Supplied in containers of 30 and 
600 enteric-coated tablets. (Ward, Blenkinsop 
& Co. Ltd., York House, 37 Queen Square, 
London, W.C.1.) 


*TRITHEON’ tablets each contain 100 mg. of 
2-acetylamino-5-nitrothiazole and ‘provide 
effective oral therapy for trichomoniasis in the 
male and female’. Side-effects are said to be 
‘absent or negligible’. Issued in bottles of 30, 
180 and 1000 enteric-coated tablets. (Ortho 
Pharmaceutical Ltd., Lane End, High 
Wycombe, Bucks.) 


PHARMACEUTICAL NOTES 
LepERLE LaBoraTorigs Division (CYANAMID 
Propucts Lrtp.) announce the introduction of 
‘achromycin liquid pediatric drops’. These 
replace their earlier pediatric tetracycline pre- 
paration, which required suspension in water. 
Issued in pliable, plastic dropper bottles 
containing 10 ml. (100 mg. per ml.). (Bush 
House, Aldwych, London, W.C.z2.) 


Rousse. Lasoratrories Lrp. announce that 
‘decortisyl’ brand prednisone tablets and 
‘prenolone’ brand prednisolone tablets are now 
available in an additional strength (1 mg., 
scored). Supplies in Great Britain are still 
limited to hospitals. (847 Harrow Road, 
London, N.W.10.) 


G. D. Searte & Co. Lrp. announce that 
‘floraquin’ vaginal tablets are now available in 
packs of 50, together with an applicator to 
facilitate correct insertion of the tablets. (83 
Crawford Street, London, W.1.) 


THE BIOLOGY OF AGEING 

Tue Institute of Biology is organizing a sym- 
posium on “The Biology of Ageing’, which is 
to be held at University College, London, on 
September 27 and 28, 1956. Tickets of admis- 
sion (21s. to non-members) and full details 
can be obtained from The General Secretary, 
Institute of Biology, 41 Queen’s Gate, London, 
S.W.7. 


FILM NEWS 

Gait (16 mm., colour; running time 30 minutes) 
is complementary to another film of the same 
title (The Practitioner, December 1954, p. 738) 
dealing with abnormalities of gait due to dis- 
turbances at various levels in the nervous 
system. Obtainable from the Film Library, 
I.C.I. Ltd., Imperial Chemical House, Mill- 
bank, London, S.W.1. 


B.M.A. PRIZES 

Katherine Bishop Harman Prize, value £75, will 
be awarded for the best contribution based 
upon study and research directed to the diminu- 
tion and avoidance of the risks to health and 
life that are apt to arise in pregnancy and child- 
bearing. Any registered practitioner in the 
British Commonwealth and Empire, or the 
Republic of Ireland, and any member of the 
B.M.A. wherever resident is eligible to compete. 
Entries must be later than 
December 31, 1956. 


received not 


Charles Hastings and Charles Oliver Hawthorne 
Climical Prizes, value £75 and {50 respectively, 
will be awarded for the two best contributions 
based upon personal observations and exper- 
iences collected by the contributor in general 
practice. They are open to any member of 
the B.M.A. engaged in general practice. 
Essays must be submitted not later than 
December 31, 1956. 
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Provisionally Registered Practitioners’ Prize, 
value £50, will be awarded for the best essay 
submitted on ‘Medicine is an Art as well as a 
Science’. Any provisionally registered prac- 
titioner in the pre-registration year at the time 
of submission of the essay is eligible to compete. 
Essays must be received by January 31, 1957. 
Medical Students’ Prize, value {25, will be 
awarded for the best essay submitted on “The 
Medical Student and Research—Past Achieve- 
ments and Present-Opportunities’. Any medical 
student who is a registered member of a medical 
school in the United Kingdom, Commonwealth 
and Empire, or the Republic of Ireland, is 
eligible to compete. Essays must be submitted 
not later than January 31, 1957. 

Further details concerning any of these 
prizes may be obtained from The Secretary, 
British Medical Association, B.M.A. House, 
Tavistock Square, London, W.C.1. 


PRIZE ESSAY COMPETITION 
‘Turee cash prizes are awarded annually by the 
American College of Chest Physicians for the 
best contributions prepared by undergraduate 
medical students on any phase in the diagnosis 
and treatment of chest diseases (heart and/or 
lungs). The value of the prizes for the 1957 
contest has been increased to $500, $300 and 
$200, and entries should be submitted not 
later than April 10, 1957. Application forms 
may be obtained from the Executive Director, 
American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Illinois, U.S.A. 


TRANQUILLIZING AGENTS 

Tue Council of the Pharmaceutical Society has 
issued the following statement. “The Council 
have considered the situation produced by the 
recent introduction of a number of new products 
which owe their use to their depressant action 
on the central nervous system and are commonly 
known as “tranquillizers”. While these drugs 
are not advertised to the public a widespread 
public knowledge of them has been created by 
newspaper articles, and there is a substantial 
demand for them otherwise than by prescrip- 
tion. The indiscriminate use of such drugs is, 
in the Council’s opinion, against the public 
interest, and the Council are approaching the 
Ministry of Health requesting an early con- 
sideration of this class of drugs. Pharmacists 
are advised not to display them or to supply 
them unless satisfied they will be taken on 
medical advice’. 


EMERGENCY BED SERVICE 
THE annual report of the London Emergency 
Bed Service for the year ended March 31, 1956, 
CONTINUED 
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shows that during the year 65,695 applications 
for admission to hospital were received, some 
2000 more than in the previous year. The 
number of applications rose rapidly after 
Christmas to 1,800 a week, and remained 
between this level and 1,400 until March. A 
total of 745 cases of poliomyelitis was dealt with 
by the Service during August, September and 
October. 

What is described as ‘the remarkable feature’ 
of the winter was the exceptional difficulty ex- 
perienced in finding the necessary empty beds. 
Although all whom it was deemed necessary to 
admit were eventually admitted, the proportion 
of cases ‘forced into hospital under the medical 
referee procedure rose to wunpredecented 
heights’. One of the difficulties here is that 
some hospitals look upon Emergency Bed 
Service cases as being more likely to be un- 
suitable than those offered by the general 
practitioner himself. There is no evidence to 
support this accusation. Thus, a check in two 
teaching hospitals and two non-teaching 
hospitals showed that of the 264 cases they 
admitted at the request of the Service, only 10 
were, in the opinion of the hospitals, not cases 
justifying admission as emergencies. 


VITAL STATISTICS 

Tue infant mortality rate in England and Wales 
in 1955 was 24.9 per 1000 related live births. 
The lowest rate (16.9) was in Lewisham, and 
the highest (33.5) in Newcastle. The table of 
provisional causes of deaths in England and 
Wales in 1955 shows that deaths from whooping- 
cough and scarlet fever reached record low 
figures : 88 and 21 respectively. Deaths from 
diphtheria, on the other hand, rose to 13, 
whilst those from measles rose to 176. Deaths 
from accidental poisoning (1,173), burns (817) 
and motor accidents (4,922) all showed an 
increase. 


CANCER OF THE DIGESTIVE ORGANS 
Next to heart disease, cancer is the largest 
cause of deaths in the majority of highly 
developed countries. Highest in the list of 
cancer deaths—ranging from 39% in the 
United States to 73.3% in Japan (England 
44.6%)—are those caused by cancer of the 
gastro-intestinal tract. According to figures 
published by the World Health Organization, 
the mortality from all cancers has risen steadily 
during the present century. In England, for 
instance, it has risen from 4.4% of all deaths in 
1901 to 16.9% in 1953. The comparable figures 
for some other countries are: 5.4% to 18.9% 
in The Netherlands, 4.1% to 14.6% in the 
United States, and 2.4% to 11.5% in Italy. An 
ON PAGE 359 
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(hyoscine-N-butylbromide) 


THE SAFE 
SPASMOLYTIC 


Buscopan safely overcomes the spastic 
syndrome in gastric ulcer. A more effec- 
tive spasmolytic than atropine, it is dis- 
tinguished by its almost complete freedom 
from side-effects, even when used in high 
dosage over long periods. 


BUSCOPAN AMPOULES—0.02G., in boxes of 6 & 30 
BUSCOPAN SUGAR-COATED TABLETS 
0.01G.., in tubes of 20, bottles of 100 & 500 


Manufactured and distributed in England by 
Pfizer Lid., Folkestone, Kent, for 
C. H. Boehringer Sohn, 
Ingelheim am Rhein, 


Registered Proprietors of the Trade Mark. 
*Regd. Trade Mark 


IN GASTRIC 


ULCER... 


RELIEF 
WITHOUT 


RISK... 
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postoperative sedation 


... one of the many uses for short-acting NEMBUTAL sxco 


In the pharmaceutical field, where rapid obsolescence is 

the rule rather than the exception, a product that continues to 
grow in popularity after nearly 25 years of use must 

possess distinct advantages. Consider these :— 


Short-acting NEMBUTAL can produce any @ Hence, there's less drug to be inactivated, 

desired degree of cerebral depression—from shorter duration of effect, wider margin 

mild sedation to deep hypnosis. of safety and little tendency towards 
morning-after hangover. 

The dosage required is small—only about 

half that of many other barbiturates. In equal oral doses, no other barbiturate 
combines quicker, briefer, more profound 
effect. 


Sound enough reasons for your presc 


to call for short-acting NEMBUTAL. \ E | R | TA [ 


Available in j gr., i gr. and 1) gr. capsules 


and as Elixir (2 grs. per fi. oz.) 
(Pentobarbitone Sodium, B.P.) 


(Abbett ABBOTT LABORATORIES LIMITED * PERIVALE * GREENFORD * MIDDLESEX 
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interesting point brought out by the WHO 
analysis is that, in spite of the ageing of the 
population, the proportion of deaths attributed 
to ‘senility’ or to ‘unknown causes’ has fallen 
since the turn of the century. In England and 
Wales, for instance, where the proportion of 
the population over the age of 65 has more than 
doubled, the proportion of deaths due to these 
two causes in males has fallen from 21.7°, to 
1.7%, whereas the proportion of deaths due to 
cancer in males has risen from 6.9°%, to 15.1%. 
A MASSIVE TUMOUR 

A MIXED salivary tumour containing 3} gallons 
(16 litres), and weighing 60 Ib. (27 kg.), was 
recently removed from a 63-year-old European 
woman in a Johannesburg hospital. In report- 
ing the case, J. R. Frynlinck (S. Afr. med. 7., 
1956, 30, 479) states that the tumour had been 
present for thirty years, but the woman had 
refused to submit to operation on religious 
grounds. She was finally admitted to hospital 
because of a severe hemorrhage from the surface 
of the tumour. The postoperative course was 
satisfactory. The wound healed well, but the 
patient was left with facial paralysis on the 
side from which the tumour was removed. 


TSETSE TASTES 

Tue feeding habits of tsetse flies are of import- 
ance in the study of the transmission of try- 
panosomes from game animals to domesticated 
animals and man. A study of the blood meals 
of about 2000 tsetse flies caught in East Africa 
and Rhodesia, and referred to in the report of 
the Lister Institute of Preventive Medicine, 
1956, shows that each species of fly has charac- 
teristic feeding habits. Thus, the riverine 
species, G. Palpalis, feeds largely on reptiles, 
whilst certain savannah species are dependent 
on the warthog. Rhinoceros and elephant are 
commonly used as a source of food by the 
flies, but monkeys, baboons and birds are 
seldom used. An interesting feature is that 
none of the flies fed on hartebeest, topi, wilde- 
beest or zebra, although in some areas these 
animals were numerous and readily available 
to the flies. 


EIRE HOSPITALS AND SWEEPSTAKES 
Since the Irish Hospitals’ Sweepstakes were 
inaugurated in 1930, they have contributed 
over £35 million to the building and recon- 
struction of hospitals in Eire. This represents 
25°, of the money received from the sale of 
tickets; 75% of the money received, after 
the deduction of the audited expenses, is 
distributed in prizes. In addition, during the 
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1939-45 War, ten Red Cross sweepstakes were 


organized, which brought in practically 
£300,000 for the Red Cross. This means that 
the total amount of money collected since 
1930, and up to and including the Grand 
National Sweep this year, has been {123,239,759 
of which {35,608,823 has gone to hospitals 
or the Red Cross. These, and many other 
interesting facts are contained in a profusely 
illustrated account of the sweepstakes pub- 
lished by the organizers, under the title of 
‘Ireland’s Hospitals 1930-1955’. 
PENICILLIN FOR TROUT 

‘THERE appears to be no end to the uses to which 
penicillin can be put. It is reported that the 
fish master of Lake Koenigssee, near Berchtes- 
gaden, who breeds millions of trout, is now 
bathing them in penicillin, to reduce his losses 
from sickness. 


MODERN METHUSELAS 

Tue Anglo-Saxon races have never been able 
to compete with Eastern races in matters of 
longevity records. It has just been reported 
from South Africa that a lady, who migrated 
there from Lebanon in 1880, has celebrated her 
115th birthday, whilst from Russia cgmes the 
news that Akhmed Adamov, aged 121, and his 
wife, aged 124, have celebrated their 1ooth 
wedding anniversary. 


‘DOCTOR IN THE HOUSE’ 

THE stage version of Richard Gordon's best 
seller can now be seen at the Victoria Palace. 
As a piece of midsummer madness in the best 
traditions of the Victoria Palace it can be 
thoroughly recommended as an evening’s light 
relief. The outstanding performance is that of 
Douglas Ives as Bromley, the hospital porter. 
This is the quintessence of that beloved, if 
rapidly disappearing, character—the Cockney 
hospital porter who knows everything, forgets 
nothing and is loyalty personified to his hos- 
pital and its staff. 


PUBLICATIONS 
A Short History of Public Health, by © 
Brockington, M.D., D.P.H., is intended primarily 
for public health students. The first 60 pages 
are devoted to the development of public 
health in this country since the 18th century. 
The second, and larger, part of the book is 
devoted to a more detailed consideration of 
specific public health problems, such as 
housing, child welfare, and the care of the aged. 
The style is more pedantic than we have"come to 
expect from Professor Brockington’s pen, but 


Fraser 
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as a textbook it will undoubtedly subserve a 
useful purpose. (J. & A. Churchill Ltd., 
price 15s.) 


Tuberculosis in The Commonwealth 1955 con- 
tains the full transactions of the fourth 
Commonwealth Health and Tuberculosis Con- 
ference held in London in July 1955. There are 
few aspects of tuberculosis, especially in its 
social and preventive aspects, which are not 
authoritatively dealt with. It is an essential 
reference book for all who have to deal with 
tuberculous patients. (National Association for 
the Prevention of Tuberculosis, price 30s.) 


The Numbers of Man and Animals, edited by 
J. B. Cragg and N. W. Pirie, F.R.s., is a record 
of a symposium held in September 1954 by the 
Institute of Biology and contains 13 contribu- 
tions on the general topic of population growth. 
The problem is viewed from the aspects of 
economics, mathematics, sociology, anthro- 
pology, human, animal and plant ecology, social 
medicine, zoology, biology, animal nutrition and 
genetics. The value of the individual contribu- 
tions from so many sources and widely different 
angles is enhanced by the notes of the dis- 
cussions to which each gave rise. This book of 
152 pages is well written and readable. It is to 
be hoped that it will stimulate interest and 
research in what is perhaps the greatest single 
issue now facing the human race. (Oliver & 
Boyd, price 15s.) 


Health in Industry (Sickness Absence Statistics). 
—Many doctors in occupational medicine keep 
sickness absence statistics which have a limited 
value because their methods of analysis are 
too crude. The London Transport Executive 
have published a lucid account of sophisticated 
methods of analysis which make it possible to 
compare the sickness absence rates of different 
occupational groups within the same organiza- 
tion. There are also many tables and figures 
giving rates for different groups of diseases in a 
variety of occupations. Anyone interested in 
sickness absence should buy this book because 
of its valuable teaching in methodology and 
because it provides some standard absence 
rates for comparison. (Butterworth & Co. 
(Publishers) Ltd., price 35s.) 


The Fourth report of the Joint FAO|WHO 
expert committee on Nutrition makes interesting 
reading. The principal activities fall under the 
following heads: food consumption and manage- 
ment; dietary requirements; food technology 
with emphasis on protein-rich dietary require- 
ments ; education in nutrition ; home economics; 
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supplementary feeding problems affecting 
maternal and child nutrition. The use of dried 
skim milk in the treatment of kwashiorkor or 
protein malnutrition has given good results. 
The possibility of enriching it with vitamins 
A and D is being considered. A study of 
anzmia is being undertaken and the nutritional 
disorders of the eye are being investigated. 
(H.M. Stationery Office, price 3s. 6d.) 


Smith and Nephew 1856 : 1956, by Richard 
Bennett, is an admirably produced history of 
this well-known company. It started as a small 
chemist’s shop, which was opened at 61 White- 
friargate, Hull, by T. J. Smith in 1856. When 
he died in 1896 the turnover of the company 
was £3000, of which about £2,500 was on cod- 
liver oil, and there was a staff of three. At the 
present day there are sixteen associated com- 
panies in the organization, and the group 
employs over 4000 men and women. (Smith & 
Nephew Companies Ltd., 42 Tavistock Square, 
London, W.C.1.) 


OFFICIAL NOTICE 

The Flour (Composition) Regulations, 1956, 
which come into force on September 30, 1956, 
provide that all flour intended for human 
consumption, whether home-produced or im- 
ported, shall on sale, offer for sale, or exposure, 
contain not less than 1.65 mg. of iron, 0.24 mg. 
of vitamin B,, and 1.6 mg. of nicotinic acid or 
nicotinamide per 100 grammes and, except in 
the case of flour containing the whole of the 
product derived from the milling of wheat, 
between 235 and 390 mg. of creta preparata per 
100 grammes. 


OFFICIAL PUBLICATION 

Forces Medical and Dental Services Committee 
Second Report deals with nursing staffs, 
specialized and technical staffs such as phar- 
macists, opticians, physiotherapists, radio- 
graphers and dental ancillaries, and non- 
medical officers in the medical branches. Amal- 
gamation of the three nursing services is not 
recommended, nor is it considered desirable to 
have separate medical service corps or branches 
for technicians. It is recommended that nursing 
officers in the army should be relieved, so far as 
reasonably possible, of administrative duties. 
Other recommendations are that the number of 
women employed in nursing in the Services and 
the number of long-service regulars employed 
as male nurses should be increased. (H.M. 
Stationery Office, price 2s.) 





CORRIGENDUM.—The correct name of the Ciba 


BRPONIL’, not ‘serponati ae and ‘ritalin’ is 
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Each capsule contains : 

d-Amphetamine Sulphate 5 mg 
Vitamin A 1670 1.U introduce their own problems. Hunger pangs weaken the 
Vitamin D 167 LU. 
Thiamine mononitrate (B,; & mg. 
Riboflavine (Bz) 1 mg. be very real. Revicaps REducing VItamin CAPSules are 
Niacinamide 20 mg 
Calcium Pantothenate 0.34 mg. 
Pyridoxine HCl (Bg) 0.34 mg d-amphetamine to suppress the appetite and elevate the 
Folic Acid 0.34 mg 
Vitamin By,» .34 Mcgm. 
Ascorbic Acid (C) 20 mg. and a full complement of vitamins and minerals to prevent 
Methylcellulose 200 meg 
Tron (FeSO4 exsicc.) 3-34 mg. 
Calcium (CaHPO,4 140 mg 
Phosphorus (CaHPO4 108 mg. 
Iodine (KI) 0.5 mg. 


x 
Fluorine (CaF) o.1 mg 
==. “= REVICAPS 
Potassium (K,SO,) 5 mg. 


Manganese (MnO2) eae. d-Amphetamine-V itamins and Minerals Lederle 

Zinc (ZnO) 0.5 me. 

Magnesium (MgO) I mg. 

Boron (Na2B¢Oy) ae In bottles of 100 os 


When weight reduction is a necessity, reducing diets 


patient’s will power. The risk of nutritional deficiencies can 


scientifically formulated to control obesity. They contain 
mood, bulk-producing methylcellulose to allay hunger, 


dietary deficiencies. 


LEDERLE LABORATORIES DIVISION 


Cyanamid rrooucrs 472 LONDON, W.C.2. 
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A NEW 


ORAL 
CHEMOTHERAPEUTIC 
FOR 

TUBERCULOSIS 


A new chemical compound formed 
by the combination of INH and 
PAS in molecular proportions 





DIPASIC IS AVAILABLE FOR INVESTIGATION 


LITERATURE ON THERAPY 
AND DOSAGE 
ON REQUEST 


DIPASIC 


TABLETS OF 100 mg. OF ISONICOTINIC ACID 
HYDRAZIDE-P-AMINOSALICYLATE 


BENG U E & Co. Ltd » MANUFACTURING CHEMISTS 


MOUNT PLEASANT - ALPERTON - WEMBLEY - MIDDLESEX 


Bengue & Ce. Ltd. make “ Dipasic” available in the United Kingdom by arrangement with Ed 
Geistlich Sons Led., Wolhusen (Switzerland). 
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‘See, I pray you, what money can 


Plautus, Stichus. Act ii, sc 


do’. 


SEPTEMBER, 1906 


‘PARLIAMENT (according to ‘Notes by the Way’’) 
represents all the stupidities and prejudices of 
the British people. Among those prejudices, one 
of the most deeply rooted is a distrust of medical 
science and a dislike of its prophets. Hence, 
proposals to apply public money for the pro- 
motion of research even indirectly connected 
with medicine, are looked upon with suspicion, 
and generally met by opposition. No 
Government cares to risk defeat for what most 
politicians regard as a of altogether 
secondary importance. Gladstone never could 
be got to take the slightest interest in questions 
relating to the prevention of disease, and al- 
though Lord Beaconsfield used sanitas sanitatum 
omnia sanitas as an electioneering cry, it is well 
known that he looked upon medical science with 
the contempt born of ignorance’. In his presi- 
dential address to the British Association Pro- 
fessor Ray Lankester had suggested that ‘the 
expenditure of ten millions a year is all that is 
necessary to bring about a hygienic millennium 
in which disease shall no longer walk up and 
down upon the earth seeking whom it may 
devour. This expenditure will, he seems to 
think, enable us to discover capable investigators 
and employ them to make an end of infective 
and other diseases. We venture to think (writes 
the Editor) that the problem is not quite so 
simple. Money can build laboratories equipped 
with all the apparatus needed for the most 
delicate researches; it can provide in the largest 
abundance the material and the machinery for 
work, and it can make smooth the path for the 
worker. But it cannot create him The 
endowment of research is mostly the endowment 
of the superior person, who, as he grows older, 
almost inevitably fossilized and 
obstructive’. 

In giving away the prizes at the Leeds 
Grammar School, Professor Clifford Allbutt did 
not think that ‘games are of any use whatever, 
at which a player cannot hurt himself and others. 
The damage must, of course, be done, not 
wilfully but accidentally . . . We fail to under- 
stand why Professor Clifford Allbutt’s feelings 
are ruffled by seeing: undergraduates playing 
lawn tennis. It is a game which calls all the 
player’s muscles into healthy action, and the 
Professor should be soothed by the ever present 
possibility of a hard return bursting the eye of 
one of the other side’. 


active 


matter 


becomes 


The opening article ‘Angina Pectoris’ is 
written by G. A. Gibson, M.D., Sc.D., LL.D., 
Physician to the Royal Infirmary, Edinburgh, 
and it is interesting to find that the prize essay 
in the same number by Hugh Barber, M.D., 
late Medical Registrar at Guy's Hospital, is 
entitled “The Nature and Treatment of Angina 
Pectoris’. George Alexander Gibson (1854-1913) 
became interested in diseases of the heart when 
he was resident physician to George William 
Balfour at Edinburgh, and he was subsequently 
his time 


recognized as the authority of on 


cardiac pathology and therapeutics. 


Sir John Thomson-Walker, O.B.E., F.R.C.S 
(1871-1937) 


W. E. Fothergill, M.D., B.Sc., Lecturer in 
Obstetrics, University of Manchester, writes on 
*The Diagnosis of Abdominal Tumours in 
Relation to Pregnancy’: “The diagnosis of preg- 
nancy, when complicated by the presence of 
abdominal tumours, is a matter which may test 
the powers of any clinician however acute and 
however experienced. When the fectal heart- 
sounds can be recognized, error is doubtless 
due, as a rule, to lack of care in the physical 
examination of the patient. But, in the absence 
of this sign, circumstances occasionally arise 
which not only defy the most studious considera- 
tion of careful observations, but may even baffle 
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that still more valuable diagnostic agent which 
we call clinical instinct—that sub-conscious 
form of mental activity, by which some experi- 
enced clinicians recognize a morbid state just 
as they know a friend in the street, without any 
conscious process of identification’. William 
Edward Fothergill (1865-1926) is eponymously 
remembered in the history of medicine for his 
operation for prolapse. 

In his article ‘On the Use of Rubber Gloves 
in Abdominal Surgery’ Frank E. Taylor, M.D., 
F.R.C.S., M.R.C.P., Pathologist to the Chelsea 
Hospital for Women, quotes Bland-Sutton as 
saying: ‘Nothing should be allowed inside a 
patient’s abdomen that has not been boiled 
specially for the operation, and as the surgeon’s 
hands cannot be sterilized by heat he should 
wear rubber gloves which have been boiled’. 
Rubber gloves were first introduced into surgery 
about 1890 by William Stewart Halsted of 
Baltimore, for the express purpose of protecting 
the delicate hands of his chief operation-room 
nurse (the future Mrs. Halsted) from the strong 
mercuric chloride solutions then extensively 
employed. Halsted himself took to using gloves 
as late as 1896. 

J. W. Thomson Walker, M.B., F.R.C.S., 
Assistant Surgeon to the North-West London 
Hospital and to St. Peter’s Hospital for Stone 
and other Urinary Diseases, discusses “The Esti- 
mation of the Functional Value of the Kidneys’. 
A great urologist and a forceful and cultured 
personality, Thomson-Walker first became in- 
terested in his specialty while on a postgraduate 
trip to Otto Zuckerkandl’s clinic in Vienna. In 
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1891 he was appointed surgical assistant to 
Hurry Fenwick at St. Peter’s Hospital for Stone, 
and in 1919 urologist to King’s College Hos- 
pital. Fond of shooting, fishing and gardening, 
and an omnivorous reader, he had a wonderful 
collection of 2,500 prints of medical men. 

‘Notes from Foreign Journals’ quote the ex- 
perience of three Italian physicians that “The 
salt-free diet notably diminishes, in all epileptics, 
the number and violence of the attacks; in some 
cases they were kept away for some months’. 

“The Accessory Sinuses of the Nose’ by 
Gustav Killian (translated by D. R. Paterson) 
is described as ‘distinctly sui generis’ and in 
many ways eclipsing all its predecessors. The 
impression gathered from a perusal of G. A. H. 
Barton’s ‘A Guide to the Administration of 
Ethyl Chloride’ ‘is to the effect that ethyl 
chloride must remain a special method in the 
hands of the trained anzsthetist, as it is not 
altogether suitable for those who must neces- 
sarily remain unpractised, owing to infrequent 
opportunity of administration’. ‘Practical Notes’, 
discussing summer diarrheea in children, suggest 
that ‘the constitutional depression, which is 
produced by a persistently high atmospheric 
temperature, does certainly interfere with 
digestion, and acute dyspepsia does no doubt 
prepare the way for local intestinal infection’. 

The winner of the International Shorthand 
Speed Competition at Baltimore, who achieved 
‘the remarkable record of 250 words per minute’, 
writes: “The pen used by me was a “Swan” 
fountain pen purchased six years ago, and which 
had been in constant use ever since’. W.R.B. 





The 
Arithmetic of 
Peptic Ulcer 
Treatment 


The anticholinergic is 

* Merbentyl '*—- free from side-effects. 
The antacid element is a combination 
of Magnesium Oxide (quick-acting, 


laxative) with Aluminium Hydroxide 
(long-acting, astringent) 

N.B. Kolamty! combines antacids # ith 

enticholimerg ic 

The demulcent is Methylcellulose — 

a protective coating to promote rapid healing 
The antilysozyme is Sodium Laury! Sulphate 
—to inhibit lysozyme and pepsin over-activity. 


© Merbenty!’ brand diethyleminocarbethory di: y< lohesy! 
he drachloride 


distr sbused in the United KingJom and Eire by 


RIKER LABORATORIES LIMITED, LOUGHBOROUCH, LEICS. 


for the Wa S$. Merrell Company , Londen. 


+ 
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Antichonengye 
Antaca 


Dems dah 
AytilysozMe 


The basic WHS: coms 

of ‘Kolamy! Tablets are 

6s. 4d. ($0) and 2 $5 44. (2 $0) 
*Kelansyt” Gel coms 

6s4d. per 12 A. on. bottle 
(P. Tax txctra in 

each cas) 
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Shortening the convalescence 


The worst is over—the patient is back on his feet again. But there is 


still some way to go from convalescence to a normal active life. It is at 
this stage that Lederle’s new Stresscaps Stress Formula Vitamins can 
help the patient so much. Stresscaps provide in a single capsule a 
supplement of vitamins needed to hasten recovery and body repair 
when the patient is subjected to extraordinary physiological stress by 
shock, injury, burns, surgery or severe infection. Stresscaps Capsules 
are dry-filled thereby eliminating unpalatable after-taste. The 


average dose is one capsule daily. 


SWI SSa2zurs 


Stress Formula Vitamins Lederle 


Each capsule contains : 


Thiamine mononitrate (B,) 10 mg. STRESSCAPS are available in 
Riboflavine (B,) 10 mg. 

Niacinamide 100 mg. bottles of 30. 

Ascorbic Acid (C) goo mg. 

Folic Acid 5 mg. *Trade Mark 





LEDERLE LABORATORIES DIVISION 


Cyanamid provucrs 270. LONDON, W.C.2. 
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Now Jaguar brings you 


a more restful and effortless form of 


driving than you have ever known... 


The Automatic Transmission model of the 
Mark VII Jaguar Saloon, which has for over 
two years been acknowledged abroad as 
providing the smoothest and safest 2-pedal 
driving in the world, is now available in 
Britain. It brings an entirely new conception 
of motoring pleasure that 


mand of all the silken power and supreme 
flexibility of the famous XK engine. It pro- 
vides completely relaxed driving comfort 
and effortless control in every situation, 
banishing fatigue from long journeys or the 
‘stop-and-go’ conditions of crowded town 

traffic. No other car can 








must be experienced to be 
believed. Without clutch 
or gearshift, it gives — at 
the touch of accelerator 
or brake—complete com- 





C Aulomate 
rc Sransmiusion 


JAGUAR 


offer such grace, space and 
pace or such restful enjoy- 
ment. Your Jaguar dealer 
will be happy to arrange 
a demonstration for you. 








JAGUAR CARS LTD+ COVENTRY: 


London Showrooms 88 PICCADILLY W.1 





MOTORING NOTES 


Care of Coachwork 


By ROBERT NEIL 


THERE are many motorists who, after some 
months’ use of even a new car, cannot under- 
stand why its pristine brilliance has been so 
quickly lost, in spite of the fact that they have 
washed it at regular intervals, and observed all 
the many instructions in the manufacturers’ 
manual. In such cases I usually find that the 
trouble is caused by neglect of certain pre- 
cautions, which never seem to be mentioned in 
the books normally available to the everyday 
motorist. 


WASHING THE CAR 
I have watched many motorists washing their 
own car, often a new one of which they are 
obviously proud, and seen these precautions 
disregarded completely. This may be all right 
once, but if the practice is continued trouble will 
certainly occur. 

Because they have so often been told that 
plenty of water will prevent the paintwork 
becoming scratched many motorists pour water 
from the hose with such enthusiasm that much 
of it runs down inside the doors. It requires 
little thought to realize that if this is allowed to 
happen rust will form inside the door, where the 
panelling meets the door sill. Readers will no 
doubt have seen many cars on the road, which 
have been so neglected that the panelling at the 
bottom of the doors has rotted completely away. 
The solution is obvious; use water to the full 
on the external parts of the bodywork by all 
means, but see that none enters the bodywork 
anywhere. 

Similarly, I have seen many motorists who 
were otherwise washing their cars down cor- 
rectly, but were neglecting to do anything about 
removing the accumulated dirt from beneath 
the wings. They may take the attitude that the 
car is only being washed for the sake of appear- 
ance, but this is a short-sighted policy. Washing 
and care of the coachwork generally are intended 
to preserve the car in a condition as close as 
possible to new. If the dirt accumulated beneath 
the wings is allowed to remain there it will 
gradually eat in to the paintwork around the 
wing edges, where, in spite of all the efforts 
by the manufacturers, the paint will not have 
as good a seal on the metal as elsewhere. The 
dirt gathered beneath a car running on modern 
roads contains a large proportion of destructive 
acids, which will have a bad effect on the very 
best of finishes. Another reason for not allowing 
dirt to gather in such places is that should the 
fuel tank be overfilled the surplus petrol will 
lodge in the dirt on the edge of the rear wing, 
and, if the paintwork has the slightest blowhole, 


will seep in and once again allow rust to form. 

There are now on the market many detergents 
intended to be mixed with the washing water, 
and these products are a great help in keeping a 
car in good condition. Apart from their purely 
cleansing effect they help to reduce the tension 
of the water, and thereby soak away accumula- 
tions of dirt more easily and more quickly. One 
time when enthusiasm needs to be slightly 
tempered is when the front of the car is coated 
with either tar or dead flies; rubbing harder will 
usually tend to spread the offending mess over a 
larger area of the car, and the end-result will be 
much worse. After a long fast run in the evening, 
when conditions are often just right for collecting 
a mass of insects, it is best to devote special 
attention to the front of the car, before thinking 
of washing it in the normal manner. As good a 
method as any is to apply a generous quantity 
of petroleum jelly to the affected area. If this 
is left for some time—overnight if possible— 
the mess can usually be removed. The same 
method can be used for removing bad tar stains 
from light-coloured bodywork, after the largest 
stains have been carefully removed by the finger 
nails. 


POLISHING THE CAR 
It is perhaps in car polishing that one notices 
most errors, even although there are now so 
many individual polishes that the fads and fancies 
of any motorist can be suited. I am afraid that 
many motorists allow themselves to be deceived 
by the apparent brilliance after using one of the 
many proprietary polishes, but neglect to look 
into the details of their work. It is, in fact, 
regrettable but true that after having a car 
polished in many service stations it will not 
bear scrutiny. At first glance from a distance 
the car may seem to be clean and perfect, but 
closer inspection will show that dried polish 
is caked around the door handles, the wind- 
screen-wiper spindles, any chromium trimmings, 
and the bumpers. Apart entirely from the effect 
upon the car’s appearance such careless work 
will allow road dirt, with its acid secretions, to 
gather in all the neglected corners, and rust and 
decay will set in. Quite apart from the question 
of appearance, there is no doubt that, from the 
point of view of preserving a car in the best 
possible condition, it is more important to clean 
the normally unsuspected corners rather than 
polish the more obvious expanse of bodywork. 
If this is faithfully followed it will be found that 
when the day comes to sell the car a quick 
clean will reveal a car free from rust and other 
blemishes, which would almost certainly be 
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obvious at once to the hard-hearted purchaser. 


PROTECTIVE CARE 
One aspect of coachwork care which I have not 
so far mentioned is the form of polishing 
designed to protect the bodywork, rather than 
give it the appearance of perfection. This is done 
by applying a wax polish, similar in basis to 
those used for the care of good furniture. This 
is a task rather beyond the average owner, as 
to wax polish a medium-sized car thoroughly 
without the assistance of electrically operated 
polishing mops would require almost a day’s 


Although it is a process beyond the private motorist, the 
‘Undersealing’ of a car assists in both preventing corro- 
sion, and deadening noise 


work. I would strongly recommend it to any 
motorist anxious to keep the bodywork of his 
car in perfect condition. Although, because of 
the time involved, this is a relatively expensive 
job, it is well worth while, as the protective 
coating of wax left on the paintwork will prevent 
accumulations of dirt from penetrating the finish, 
and it will also be found that simple washing 
down—once the car has been waxed—will suf- 
fice to bring it back to its original shininess. 
Another benefit is that rain left to dry on the 
bodywork will not cause the usual marks, which 
so quickly make a car look shabby and neglected. 

Painstaking attention to the exterior of the 
bodywork is not in itself enough to keep a car 
looking its best, and this is particularly so with 
a practitioner’s car, as the constant entering and 
leaving will quickly make the upholstery look 
shabby. This can easily be rectified by washing 
the leather, or imitation leather, seating with 
soapy water; particularly bad spots can be 
cleaned with the assistance of a nailbrush. Even 
the cloth lining of the roof can be cleaned by 
using one of the proprietary cleansers. This can 
be of either the soap type mixed with water, or 


Cc 


a chemical cleanser of the carbon tetrachloride 
type. 


Les Vinct-QuatTre Heures pu Mans 
Many ordinary motorists cannot understand the 
fascination, or the value, of motor racing, even 
when only over comparatively short distances. 
When it comes to such events as the twenty-four 
hours race at Le Mans they are amazed that 
there should be people willing to subject them- 
selves to such strains. In recent years emphasis 
on safety precautions, praiseworthy in them- 
selves, has produced rules which prevent an 
individual driver from driving for more than 
six hours at a stretch, or fourteen hours in all, 
during the twenty-four hours of this race— 
his spare driver must do the balance—but in 
past years there have been drivers capable of 
driving for twenty, or even—in a few cases— 
for twenty-three and a half hours of this arduous 
race; only giving up the wheel for a short rest. 
Although nowadays certain drivers make use of 
modern drugs—some using ‘keep-awake’ pills, 
and others relying on mere revitalizing pills— 
the drivers in the past performed their tasks 
through will power, and continual training. 

In the recent race at Le Mans, convincingly 
won by a privately entered Jaguar, the over- 
ruling problems of fuel replenishment forced 
most drivers to adhere to three-hour spells of 
duty, which did allow them to have occasional 
rest periods, even although tautened nerves 
probably prevented sleep in most cases, but the 
unsung heroes of motor racing, such as mech- 
anics and timekeepers, went through the entire 
race without sleep or respite from their duties. 
One might at first think this a pointless exercise 
in human endurance, but this is not so. Through- 
out the twenty-four hours the cars are running 
without relaxation, and although the roads of the 
Le Mans circuit are among the smoothest it is 
common for only a third of the starters to see the 
finishing flag. Beaten the non-finishers may be, 
but if the lessons learnt are acted on thoroughly 
the everyday motorist can the sooner expect 
better cars. On the long 4.1 mile straight at 
Le Mans, speeds in excess of 175 m.p.h. have 
been reached, and at the end of this straight the 
car’s brakes have to pin it down to negotiate a 
sharp corner, which the wise driver will not 
attempt at over 30 to 35 m.p.h. There are, too, 
corners which can be taken almost at maximum 
speed, and others which require both perfect 
road holding and extreme skill to take at around 
110 or 115 m.p.h. Such performances are well 
beyond either the requirements or the capabili- 
ties of the everyday motorist, but a car capable 
of being handled in this manner will be safer at 
normal speeds than many cars with sloppy 
suspension, and inaccurate steering. 





ANNOUNCEMENTS 


THE CHILDREN’S DOCTOR must choose his 
drugs with care, and therefore it must 
be of considerable help to him to know 
that many authorities have described 
‘Sulphamezathine’ as the best sulphon- 


THE CHILDREN’S DOCTOR amide for use when 


bining high potency with low toxicity, 
and possessing a wide range of action, 
‘Sulphamezathine’ can be used wher- 
ever sulphonamide therapy is indicated 
The drug is well tolerated, and a 
palatable suspension has been specially 
prepared for children. ‘Sulphamezathine’ 
is undoubtedly the drug of choice for 
the children’s doctor. 


‘SULPHAMEZATHINE’ 


Sulphadimidine BP Trede Mark 


treating children. Com- 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, WILMSLOW, CHESHIRE 


Ph.633 A subsidiary company of Imperial Chemical Industries | im ited 
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Everyone 1s 


. .. PANADOL—the new Bayer analgesic which con- 
tains no aspirin, phenacetin or codeine. Panadol 
relieves pain without causing side-effects such as gastric 
irritation or constipation, and is fast becoming estab- 
lished as a safe, effective analgesic for headaches, 
rheumatic and arthritic pain, colds and "flu. Panadol is 
not a scheduled poison, and may be prescribed on form 


E.C.10. 
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8 
EY v Neville House, Kingston-on-Thames, Surre 
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Export Enquiries to: WINTHROP PRODUCTS LTD. 
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talking about 


PANADOL 


TRADE MARK 


Tablets, 0.5 g. N-acetyl-p-aminophenol, in bottles of 100 and 500 


NO ASPIRIN —no gastric irritation 


NO PHENACETIN —no methaemoglobinaemia 
NO CODEINE —no constipation 


Basic N.H.S. cost of 24 tablets: 1/1144. 
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unhappiness 
embarrassment 


insecurity 


the cruel companions of acne 


Eskamel for acne 


ESKAMEL — sulphur, 
resorcinol and hexachloro- 
phene in a special grease- 
free, flesh-tinted base 

brings rapid improvement 
in acne, often in a few 
days. ‘Eskamel’ raises the 
patient’s morale : the flesh- 
tinted base masks unsightly 
acne lesions,and is virtually 
invisible when applied. 


Smith Kline & French 
represented by Menley & James, Limited, Coldharbour Lane, London S.E.5 
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NEW dramatic aid to psychotherapy 


Pacatal 


TRADE MARK 


9-(1-methyl-3-ptperidylmethyl) phenothiazine 


a powerful yet safe tranquillizing drug 


Clinical trials in many countries have 

proved PACATAL to be highly effective in 

mental disturbances ranging from the 
psychoneuroses to the psychoses. 

PACATAL reduces tension, makes the patient 
quieter, less confused—but still alert, objective, 
co-operative, amenable to psychotherapy. 

NOW available in ampoules for parenteral 
administration. 

In anaesthetic medication, PACATAL reduces tension 
and anxiety in the pre-operative period, provides 
smooth and safer induction and potentiates 
anaesthetics. Post-operatively PACATAL aids rapid 
recovery and reduces nausea and vomiting. 
PACATAL can be administered with complete 
confidence, being of low toxicity and uniquely 
free from troublesome side-effects. 

It is rapidly ‘absorbed and quickly eliminated, 
thus ensuring against cumulative dangers. 


is available in tablets for oral administration 
and ampoules for parenteral use. 


Tablets 25 mg. in bottles of 50 and 500. 


Ampoules 2 ml., 25 mg./ml. in boxes of 10 and 50. 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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FORMULA 


PERDILATAL 
1 —(p-hydroxyphenyl) - 2 - (1 
methyl - 3’ -— phenyl-propy- 
lamino)—propanol—(1) hydro- 
chloride ad 03% 
Propyl salicylamide . . . 50% 
Methyl nicotinate ......1°0% 
Glycol salicylate 
Vanishing cream base 
(1) Walder, p.n. Lancet, 1956, 1 
257. 
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Vasodilator relief of 
rheumatic pain and local 
circulatory disorders 


THERMONA, because of its unusually effec- 
tive formula, produces a surface vasodilatation 
which extends beyond the area treated. It acts 
directly on the arterioles, 

PERDILATAL (formerly known as Dilatal), a 
powerful vasodilator which (when given systemically) 
increases muscle blood flow (1), and also produces a 
slight increase in cutaneous flow. 


Propyl salicylamide, an analgesic more powerful than 
other derivatives of salicylamide and salicylic acid. 


Glycol salicylate and methyl nicotinate are often 
included in analgesic creams. In Thermona they have 
the function of reinforcing respectively the actions of 
Propy! salicylamide and Perdilatal. 


INDICATIONS 
(1) The group of conditons covered by the terms 
‘muscular rheumatism’ and ‘fibrositis’. 
(2) Local circulatory disorders where they have 
surface manifestations (e.g. chilblains, Ray- 
naud’s disease). 


AVAILABILITY 
Tubes containing 20 G (approx.) prescribable on 
N.H.S. form E.C.1o. 


an {S¢N} product 


SMITH & NEPHEW LTD + WELWYN GARDEN CITY + HERTS 
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In anxiety 

States... 

... three-fold 
effective 
therapy 


Anxine Tablets provide the complete 
symptomatic treatment of anxiety states 
by improving mood and increasing con- 
fidence, by inducing gentle sedation and 
allaying anxiety, and by securing the 
optimal degree of muscular relaxation. 


Although each of the three components 

of Anxine Tablets, dexamphetamine sul- 

phate, cyclobarbitone and mephenesin, 
makes an important contribution to the amelioration of the symptoms of 
anxiety states, none is adequate alone. It is only when they are combined, in 
the form of Anxine Tablets, that maximum control of symptoms is achieved. 
Anxine Tablets are indicated in the treatment of anxiety states, psychoneuroses 
and psychosomatic disorders. Anxine will produce rapid improvement in 
cases where mental or emotional tension is an important factor, in depression 
and neurasthenia, and in those patients suffering from the many ill-defined 
anxieties and fears which can so profoundly and adversely affect general health 


ANXINE 


Each tablet contains : 

DEXAMPHETAMINE SULPHATE 25 mg 
CYCLOBARBITONE 35 mg 
MEPHENESIN 120 mg 


(36 297 H 








ALLEN &2 HANBURYS LTD LONDON 


- , ‘ wams 
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Favoured Treatment 


Te little luxuries extended to ailing children do not 

often include an ingratiating medicine. There is a 
need for palatable and harmless forms of the drugs given to 
young patients. Aspirin, one of the commonest, is, for 
instance, one of the most unpleasant, and can be harmful 
to the delicate gastric mucosa. 

On the other hand, most children will readily take 
aspirin in the form of Junior Paynocil. These tablets are 
really pleasant to take; they disperse instantly on the 
tongue without water, and minimise the risk of gastric 


irritation due to aspirin. 


Junior 
PAYNOCIL 


Cc. Le. BENCARD LTD., 


PARK ROYAL, 


Junior Paynocil tablets each 
contain 2} grains of aspirin 
and 1} grains of glycine. 
Besides speeding disintegra- 
tion and eliminating the 
unpleasant aspirin flavour, 
glycine confers on each 
aspirin particle a lubricant, 
demulcent and protective 
barrier. 


Packages 
Cartons of 20 in sealed foil strips. 


Tax free dispensing packs of 240. 
Basic N.H.S. cost: 1¢/- 


LONDON N.W.10 
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Assisting THE MOVEMENT 


In cases where colonic stimulation is indicated, ‘ PETROLAGAR'’ 
assists the movement surely but subtly. By supplying an unabsorb- 

able emulsion that augments the intestinal fluid content, it provides 
a soft ductile fecal mass that promotes a comfortable, natural bowel 

action, and encourages the return of normal habit. Agreeable 


to take, ‘PETROLAGAR’ is issued in two varieties: plain and 





with Phenolphthalein. 


*PETROLAGAR’ 


Trade Mark 
>» ow & Bk Oo FF 


John Wyeth & Brother Lid., 
Clifton House, Euston Road, London. N.W.1 
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Cleam hands 


Adequate washroom facilities are essential to 
combat disease in the hospital, factory and offce— 
Sometimes 


and vital for clean food. 
the demand is for large quantities of 


hot water continuously, day and night— 


or maybe it is needed instantaneously at 
But whatever the hot water 


irregular times. 

requirement, the Heating Engineers at your 
Area Gas Board have had considerable experience in 
fitting thousands of different hot water installations 


and will gladly advise you on your problem. 


WHATEVER YOUR BUSINESS—The Gas Industry appreciates the needs of 
individual consumers for prompt service and 


for advice which accords with the 


customer's special circumstances 
and requirements. Each Area Gas Board 

offers efficient service to users of 

gas-fired equipment and can give expert advice 


based upon the pooled knowledge of 
all the Boards and of gas users in other countries 


CONSULT YOUR AREA GAS BOARD 


ISSUED BY THE GAS COUNCIL 
THE GAS INDUSTRY MAKES THE BEST USE OF THE NATION’S COAL 





ANNOUNCEMENTS 








Stress 


ANXIETY STATE — aids to diagnosis 


In a recent medical article*, the following symptoms and 
signs were put forward as aids to the diagnosis of the 
anxiety state. They are not diagnostic, but in association 
with other observations may suggest the diagnosis. 


SYMPTOMS 


Headache (often localized in the back of the head and neck). 
Inability to read or think (inability to concentrate). 
Insomnia, dizziness 
Palpitation and tachycardia 
Faintness 
Sense of tightness in the chest 
Anorexia (common), nausea, emesis, diarrhoea, aerophagia. 
Abdominal pain, backache, pain and stiffness 

in the shoulder region. 


often resulting 
from 
| hyperventilation. 


SIGNS 


Sighing, wearing of tinted glasses, bitten fingernails. 
Axillary perspiration. 


AIDS TO TREATMENT 


In the treatment of anxiety and tension, no one 
disputes the fundamental importance of the simple 
psychotherapy which the General Practitioner 

is so well placed to dispense. Yet he, himself, 
generally recognises the need for a more material 
adjunct, a tonic and restorative, which will assist 

the nervous system as well as the organism as a whole. 
Sanatogen is an active nutrient tonic, and the choice 
of many physicians in such circumstances. 
Conversely, the considerable effect of a poor 
nutritional state on the mental outlook has long been 
recognised. Here again, the merits of Sanatogen 

as a high protein tonic nutrient are apparent. 
Sanatogen contains 95°,, casein and 5°, sodium 
glycerophosphate ; because of its high nutrient value 
and tonic and restorative effects, it is beneficial in 
many forms of physical and mental debility. 


* Aust. N.Z. Gen. Practit. (1955). 26, 88 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘ Sanatogen’ is a registered trade mark of Genatosan Ltd. Loughborough, Leics. 
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3 . or how to provide yourself with a 


complete scheme of personal cover 


in one policy at reduced rates 


ASSETS EXCEED £6,000,000 


MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE SOCIETY LIMITED 


3 CAVENDISH SQUARE, LONDON, W.1 When you are BUYING A NEW 
(Telephone: LANgham 2991) CAR ask for details of the HIRE 
PURCHASE SCHEME of the 
MEDICAL SICKNESS FINANCE 
CORPORATION LTD. 


Please write for porticulars, mentioning this advertisement 





ANNOUNCEMENTS 


(1) Nails hammered into 
tyres before 1,230-mile trip 
from London to Fort William 
and back (RAC observed) 
Completed without air loss! 











(2) Driven repeatedly over kerb with 
see deliberate violence. No loss of air 


despite three 3" nails in the tyre 





No punches were pulled in the testing 
and proving of Dunlop Tubeless tyres. 


These pictures show some of the exacting 





tests and provide convincing proof that 
(3) Driving in tight circles until the 


: tyres smoked with the heat, did not 
Dunlop Tubeless not only lessen the risk break rim-to-tyre airseal. 


% ALREADY FITTED AS 
ORIGINAL EQUIPMENT ON 
the most arduous conditions. MOST NEW BRITISH CARS 


*% COSTS NO MORE THAN 4A 
COVER WITH TUBE 


% REDUCES POSSIBILITY OF 
DUNLOP Bia 
BURSTS, IMPACT DAMAGE 
TUBELESS (peer 
“TOPPING-UP”’ 


of puncture delays, but will stand up to 
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SPIRIN is still one of the most 

useful drugs in paediatrics. 

Standard 5 grain tablets are 
not easy to administer, and may 
cause dosage difficulty. Rasprin 
tablets have been introduced to meet 
the need for a safe, prescribable 
children’s aspirin. Each Rasprin 
tablet gives 1} grains of soluble 
calcium aspirin (equivalent to a 
quarter of a standard aspirin 
tablet), making dosage simple, even 
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Each 10 Rasprin tablets is packed in a plastic vial. 
The amount of aspirin in each container is therefore 
limited to a total of 12} grains, making accidental 
overdose impossible. Rasprin disintegrates in the 
mouth so quickly that there is no possibility of 
choking. 

Soluble 

Each Rasprin tablet contains calcium carbonate, 
which reacts with the aspirin to produce soluble 
calcium aspirin; together with citric acid, to start 
the reaction and ensure quick disintegration. 


Rasprin tablets have an inviting colour and a 
pleasant raspberry flavour which makes them very 
acceptable to young children. 


Economical 

Rasprin is distributed in special dispensing packings, 
and is free of Purchase Tax. The prescription price 
is 4d. per vial of 10 tablets. 

On Prescription Only 

Rasprin is not advertised to the lay public, and may 
be prescribed on Form E.C.°10. 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 


Ample opportunity is granted for 


which a gratuity of £450 (tax free) is payable. 
Officers 


transfer to Permanent Commissions on completion of one year's total service. 
so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James’s Park, London, S.W.!. 
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the finest method of 
encouraging normal evacuation 
Despite the innumerable laxatives 
introduced since Taxol—it still remains 
the treatment of choice amongst 
physicians for the easy re-establishment of 
normal evacuation. Without purgation, 
Taxol gently but surely promotes 
the return of proper colonic function 
and encourages the resumption of 
a regular, comfortable bowel action. It is 
the method of choice for pre-operatory 
preparation, particularly for perineal 
and rectal interventions, and for 
use after operation. 


101 GREAT RUSSELL STREET, LONDON, W.C.I 
Telephone: MUSeum 2042-3 Telegrams: Taxolabs Phone London 





Mephenesin, the active constituent of Myanesin preparations, was discovered 
in the B.D.H. Research Laboratories. 





for the relief of TENSION 
‘MY ANESIN? 


ELIXIR and TABLETS 


Carefully controlled experiments It is now becoming recog- 
have demonstrated that muscle nised that many cases diagnosed 
tension is greater in anxious as psychogenic rheumatism are 
patients than in healthy persons. in fact cases of anxiety-induced 
The more severe the symptoms muscle tension and can therefore 
of anxiety the greater is the ten- logically be treated with Myan- 
sion in the muscles. esin Elixir and Tablets. 

The suggested dosage is— One tablespoonful or two tablets four 

times daily. 








Myanesin Elixir and Tablets are also valuable in the treatment of :— 
Backache, Headache 
Bronchial Asthma 


———— 








) One tablespoonful or two tablets 
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Neurodermatoses, Dysmenorrhoca four times daily 
Premenstrual Tension. 


Insomnia, Nocturnal Cramp Ce ; One tablespoorful at night 
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‘MYANESIN’ ELIXIR One gramme mephenesin in each tablespoonful 
Bottle of 8 fi. oz. 4/6 Bottle of 40 fi. oz. 18/6 
‘MYANESIN’ TABLETS Each containing 0.5 gramme mephenesin 


Bottle of 50 at 6/to Bottle of 500 at 56/- 
Basic N.H.S. prices 
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